sagDIcAl LIBRARY WON 0 1947 








The Journal of the 
International College 
of S ur geons 


2 Pd 


TWELFTH NATIONAL ASSEMBLY 
United States Chapter International College of Surgeons, 
Palmer House, Chicago, Illinois, 
September 28 to October 4, 1947 


Vol. X March-April, 1947 














No special treatment is necessary if Champion DERMAL 
Sutures are used. A new, exclusive GUDEBROD manu- 
facturing refinement makes it possible to produce this 
derma] suture soft and pliable, easy to handle, ready for 
immediate use without previous preparation. A special 
finish makes it impossible for the Champion DERMAL 
Suture to crack or fray in use; knots will not slip; and 
neither skin nor tissue will adhere to the strand. 


the 
answer 


Champion Paré SERUM-PROOF SILK » Champion SURGEON'S SILK (untreated) « Champion 

DERMAL-TENSION SUTURES « Champion SJLK STERILE TUBE SUTURES » Champion SERUM- 

PROOF NYLON SUTURES + Hand Craft COTTON SUTURES » Champion LINEN SUTURES 
¢ Champion UMBILICAL TAPE 











Original Articles 





Prolapsing Gastric Mucosa 


LYON H. APPLEBY, M.D., F.R.C.S. (Eng.), F.R.C.S. (Can.), F.A.C.S., F.1.C.S.* 
VANCOUVER, BRITISH COLUMBIA 


HERE appears to be a very meager 

literature on the subject of prolapsing 

gastric mucosa; indeed, only compara- 
tively recently has the condition become fully 
established and surgeons are, with increasing 
frequency, beginning to report cases. It is 
my opinion that surgeons often miss this con- 
dition. Under anesthesia these prolapses are 
nearly all reduced, and one finds a stomach 
which to all gross appearances may be nor- 
mal, or one which at most shows some edema 
and diffuse, distal-half thickening. Too fre- 
quently the diagnosis of chronic diffuse in- 
flammatory disease is then given. The clue 
to the diagnosis will in most instances come 
from an alert roentgenologist, but the con- 
firmation of its presence in an otherwise irtno- 
cently appearing stomach should be within 
the ambit of the surgeon. 

I have treated the following seven cases 
by partial gastric resection, and in discussing 
the incidence of this condition I do so by 
reference to the frequency with which it has 
occurred among those cases resected for all 
eauses. Out of 594 gastric resections, seven 
have been for prolapsing mucosa, an incidence 
of about 1.1 per cent (Table 1). Scott? states 
that in his series prolapsing gastric mucosa 
occurs with about the same frequency as 
gastric uleer. This definitely is far from my 
experience. Rees * reports eight cases in 3,000 
roentgen investigations. 


SYMPTOM COMPLEX 


The story given by all seven patients fol- 
lowed a roughly uniform pattern, perhaps 


* Chief Surgeon, St. Paul’s Hospital, Vancouver, B. C. 
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the outstanding point being that all com- 
plained of intermittent cramping pain aggra- 
vated rather than relieved by food. Emesis, 
while not a prominent factor, was present at 
intervals in all and always brought about a 
measure of prompt relief. Two cases rou- 
tinely induced vomiting to provide relief. 
Another outstanding feature of the whole 
series was a tendency to increase in severity 
from year to year—the average duration of 


TABLE 1 
Gastric RESECTIONS 


NEPETIG Yo 6.05.5: 6 elsiesd,5-siclar siviss dees 
Prolapsing mucosa 
MTGE Rte ene tasers etereretee ornrneraniniertio ee 


Incidence: 
7/594... 


the seven cases before recognition and opera- 
tion was seven years. Weight loss was quite 
a uniform feature, in fact was in excess of 
what other findings suggested should be a 
concomitant, and on several occasions led to 
the suspicion of some undiscovered malignant 
degeneration. Average weight loss was 26 
pounds over the years immediately preceding 
operation. In consideration of the fact that 
all patients were over 40 years of age, the 
weight loss factor led credence to this belief. 

Four patients had had previous laparo- 
tomy; in two, these were closed because of 
negative findings but in the other two, a 
posterior gastro-enterostomy was done, with- 
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out relief. A ‘‘sense of fullness’? was com- 
plained of by two. [Five of the seven patients 


were women. 


ROENTGEN FINDINGS 


| believe from an observation of the roent- 
gen investigation of my own eases that certain 
criteria are essential to correct diagnosis. 
Thus the body of the stomach proper should 
be demonstrated to be free from gross pathol- 
ogy such as uleer or malignancy. I believe 
that in all cases mucosal patterns of redun- 
dant mucosa should be demonstrable as hav- 
ing passed through the pylorus and into the 
duodenum and there to have created a filling 
defect typical of the condition. In my own 
cases I have been able to demonstrate a semi- 
circular ring of barium surmounting the mass 
of prolapsed mucosa and producing a typical 





Filling defect and jockey-cap deformity. 


Fig. 1. 


jockey-cap deformity. This jockey-cap type 
of filling defect supervening upon traceable 
mucosal patterns, without other gross pathol- 
ogy, I believe to be roentgenologically patho- 
genomic of prolapsing gastric mucosa. 

A six hour residue up to 40 per cent has 
not been uncommon and all cases show some 
retention. Gastric hyperperistalsis was dem- 
onstrated in all cases during the prolapsed 
phase and disappeared during the reduced or 
resting phase. 

In those rare cases where prolapse is asso- 
ciated with prepylorie polyps, the protruding 
polyp or other polyps may be seen. I have 
not had any case which was roentgeno- 
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logically correctly diagnosed that could not 
be reduced and demonstrated in the resting 
phase with a duodenum smooth, well filled, 
and without jockey-cap deformity. 

In my opinion this condition cannot be 
diagnosed by X-ray, unless prolapse of the 





Prolapsing gastric mucosa. (By courtesy of 
Dr. Victor Drache, Vancouver, B. C.) 


mucosa actually is present or develops during 
the course of the examination. 

Gastroscopic examination was not done on 
any of my cases but has been reported as not. 
helpful.® 





Prolapsing gastric mucosa. (By courtesy of 


Fig. 3. 
Dr. Victor Drache, Vancouver, B. C.) 


LABORATORY FINDINGS 
All seven cases gave fairly uniform find- 
ings on fractional gastric analysis, the most 
typical being a high retention total acidity 
with subsequent readings recording a sub- 
normal curve. Three cases in which previous 
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LYON 
fractional gastric analyses were available 
showed a receding acidity through the years 
and two of these showed an absence of hydro- 
chlori¢c acid while retaining a fairly high total 
acidity. In two of these the laboratory re- 
ported an abnormally large amount of mucus. 
Archer and Cooper? report that malignancy 
may supervene in these cases, and this record 
of receding acidity may have been an initial 
step in preparing the soil. 

In four of seven cases occult blood was 
present in the stool, probably from small 
cracks or uleers on the surface of the pro- 
lapsed turgid mucosa. There has been no 
case of hematemesis in my series, but a 
secondary anemia was invariably present in 
excess of what could have been expected from 
the minimal blood loss. The average hemo- 
globin was 68 per cent, and this, taken in 
consideration of the average 26 pounds weight 
loss and the occult blood, led to an exhaustive 
hunt for unrevealed and unconfirmed malig- 
naney. The average high hydrochloric acid 
eadine was 27 and the two highest readings 


were obtained in the cases with previous 
gastro-enterostomies. 
OPERATIVE FINDINGS 


At operation the stomach in two instances 
appeared to be normal; in two others a 
gastro-enterostomy had been done, but the 
stomach appeared otherwise to be quite nor- 
mal. In two cases marked distal-half edema 
was observed and the stomach seemed thick- 
ened in its pyloric half. In the remaining 
case polyps could be distinctly felt within 
the stomach. 

In three instances the mucosa of the 
stomach could be prolapsed back and forth 
at will, in much the same way as one would 
blow out the fingers of a rubber glove by 
pressure upon the corpus. About one inch or 
less of mucosa would extrude or herniate, 
always with the formation of a readily palp- 
able ring-like cuff. 

When first confronted with one of these 
opened stomachs and in determining the best 
procedure for its treatment, I had before me 
the analogy of prolapsing anal canal mucosa 
and the usually inadequate results attendant 
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upon simple mucosal resections. Having also 
in mind the comfortable postoperative status 
of several hundred geastrectomies and the 
certain cure which such a procedure must 
necessarily afford—-I have in all cases but one 
carried out a partial gastrectomy, using an 
anterior Billroth-Pélya type of anastomosis 
with duodenal stump closure. The one case 
in which palliative procedure was done was 
subsequently resected. I cannot help but feel 
that less radical procedures, such as redun- 
dant mucosal resections, advocated by numer- 
ous writers, must in most instances prove to 
be inadequate.” *° There has been no opera- 
tive or subsequent mortality in this series. 


PATHOLOGICAL FINDINGS 


Pathologically the findings have varied only 
in intensity and in the degree of edema 
present. Anatomically the gastric mucosa is 
loosely attached by the areolar submucus 
tissue, and it is a relaxation of this layer 
which permits the mucosa to stretch. The 
duodenal mucosa on the other hand is inti- 
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Malignant polyposis secondary to 


Fig. 4. Case 3. 
13 years previously. 


prolapsing gastric mucosa, 


mately attached, so that a fulcrum is created 
at the junction of the fixed duodenal with the 
loosely attached gastric mucosa. Over this 
fixed circumference the mucosal cuff cascades. 
Surgeons who perform the familiar Ram- 
stedt’s operation for pyloric stenosis in in- 
fancy are aware that accidental perforation 
of the mucosa invariably occurs at this fixed 
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junction toward the duodenal end of the 
incision. 

I wish briefly to discuss Case 3. In 1933 
I opened the patient’s stomach and resected 
a polyp which extruded into the duodenum, 
dragging a cuff of mucosa with it. Perhaps 
this case does not properly belong in this 
series since its etiology is definitely estab- 
lished, but it emphasizes an important point. 
At operation, I thoroughly inspected the 
stomach and found no other polyps. In 1945 
I again operated for polyposis of the whole 
pyloric antrum but without prolapse of the 
mucosa. On this occasion I resected the distal 
two-thirds of the stomach; pathologically one 
of the polyps was found to be malignant. If 
this stomach had been resected in the first 
place, malignant polyposis 12 years later 
might have been prevented. Rubin? has re- 
cently reported a somewhat similar ease. 

Postoperatively, all patients are alive and 
well; there has been no operative mortality, 
no failure to cure and no recurrence of symp- 
toms. In only one instance has weight loss 
failed to be restored; this patient complained 
of a sense of fulness for some months which 
is gradually disappearing. Recent complete 
roentgen and laboratory rechecks of this pa- 
tient are normal. Blood readings of all seven 
cases are normal; occult blood disappeared at 
onee from the stools of all those who had 
previously exhibited it. The highest free 
hydrochloric acid reading obtained postopera- 
tively was 17. 


CASE REPORTS 


Case 1—R. B. J., aged 64, in August, 1941 
complained primarily of weight loss, indigestion 
and general weakness. She stated that she had 


Laboratory Reports: 
Fasting 


Fract. gastric...Total acidity 56 30 26 40 36 36 


Free HCl 0000 0 0 

Blood positive 

Bile positive 
BOD ncsaescaee Oceult blood positive 
| Pee ee: Red 3,200,000 

Hb. 60% 

White 14,000 

Poly. 74% 

Kahn negative 
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had indigestion for the last 10 years which had 
become increasingly worse during the preceding 
six months. There was no vomiting, but a sense 
of fulness was present. She had lost 33 pounds 
in the last 18 months. Diet or medicinal treat- 
ment was not successful. Clinical findings were 
negative except for a marked asthmatic condition 
of long standing, weight loss and secondary 
anemia, 

Roentgen examination revealed hypertrophic 
gastritis with a doubtful prepylorie lesion believed 
to be early malignancy. Laparotomy was done 
October, 1941. The stomach showed pyloric 
edema; the remainder of the abdominal findings 
was negative, except for numerous small uterine 
fibroids. Diagnosis was still undetermined until, 
in handling the stomach, something was felt to 
plop into the duodenum, just as readily plopping 
out again, a process that could be repeated at will. 
On opening the stomach, markedly redundant 
rugae and pyloric rugae with ulcerated creasts 
were found. A cuff of gastric mucosa one inch 
long could be pushed back and forth. No evi- 
dence of malignaney was found. This was my 
first experience with this condition. A two-thirds 
gastric resection with anterior anastomosis was 
done. Pathologie examination showed hyper- 
trophic gastritis with marked redundancy of the 
mucosa, ulceration of the superficial type and 
much round-cell infiltration. Recovery was un- 
eventful, but the. asthmatie condition remained. 
She died of undetermined causes in August, 1944. 


Case 2.—M. J. C., aged 52, in December, 1932 
complained of marked indigestion of seven years’ 
duration. He had been examined in 1929 else- 
where and had had a posterior gastro-enterostomy 
for suspected pyloric ulceration; this did not re- 
lieve the condition. For the past six months he 


Laboratory Reports: 
Fasting 


Fract. gastric...Total acidity 78 44 46 72 78 50 


Free HCl 44 26 33 57 60 41 
Blood negative 
Mucus positive 
Bile positive 
Silos Blood negative 
Other findings 
normal or 
irrelevant 
POE i oxsecaews Red 4,100,000 
Hb. 76% 
White 9,200 
Poly. 64% 
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was unable to work because of vomiting spells, 
indigestion and upper abdominal colicky pain. 
He had lost 22 pounds in the preceding five years. 
Physical examination was negative. 

Roentgen examination revealed hyperperistalsis 
and a pyloric obstruction with 40 per cent six hour 
residue. Pylorie malignaney was doubtful. There 
was no evidence of a gastro-enterostomy. Laparo- 
tomy was done January, 1933. Marked edema of 
the pyloric antrum was found, but no evidence 
of malignancy and no metastases. The stomach 
was thickened. A _ posterior gastro-enterostomy 
was found. The stomach was opened; jejunal 
mucosa could be freely prolapsed through a_per- 
fectly normal gastro-enterostomy opening. There 
seemed to be no reason why it should have been 
nonfunetional. The gastrie mucosal edema was 
very marked wtih a large prolapsing euff which 
moved back and forth with the duodenum some- 
what stiffly. A three-fifth gastrie resection was 
done, with an anterior anastomosis below the 
level of an end-to-end re-anastomosis of the upper 
jejunum. Pathologic diagnosis was hypertrophic 
mucosa, prolapsing mucosa and mucosal ulcera- 
tions and a gastro-enterostomy stoma. 

The patient is alive, well and has no symptoms. 
In September, 1946 he had achlorhydria. His 
weight has been fully restored. 


Case 3.—B. O. B., aged 40, in 1933 complained 
of recurring attacks of upper abdominal gastric 
type with colicky pain relieved by intense vomit- 
ing. These symptoms had been present for three 
or four years with slowly increasing intensity. 
There never had been hematemesis; the condition 
was unrelieved by alkalies. She stated that she 
thought she would have no trouble if she did not 
have to eat. Physical examination was negative 
except for weight loss of 31 pounds in three years. 


Laboratory Reports: 
Fasting 


Fract. gastric...Total acidity 40 12 18 18 20 18 


Free HCl 000 0 0 0 
Mucus plentiful 
Blood positive 
Estimated acid 
deficit 18% 
a PETE Occult blood positive, 
plus 1 
POO" \siiesc2 een Kahn negative 
Red 2,900,000 
Hb. 58% 
White 12,200 
Poly. 71% 
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Roentgen examination revealed gastric polyp- 
osis, hypertrophic gastritis and a pedunculated 
polyp in the prepylorie antrum. Malignaney was 
not ruled out. At operation in April, 1933 the 
stomach showed considerable distal-half edema 
and the polyp could be felt in the pylorie antrum. 
An opening was made into the stomach. The polyp 
had prolapsed into the duodenum and had drawn 
a cuff of mucosa with it. Exploration of the re- 


mainder of the stomach revealed no further 
polyps. The polyp and a wide wedge of attached 


mucosa were removed. Recovery was uneventful. 


Laboratory Reports: 


Fasting 
Fract. gastric...Total acidity 44 38 50 27 30 30 
Free HCl 000 0 0 0 

Blood positive, 

plus 2 

L121) |e ae ar ae Occult blood positive 


The patient was seen again in April, 1946. 


Vague gastrie distress had been present, but 
physical examination revealed nothing beyond 


some secondary anemia. 


Roentgen examination this time revealed diffuse 
gastric polyposis and at least three clearly visible 
polyps. At laparotomy the polyps were easily 
palpable and there were some adhesions around 
the pylorus. A three-fifth gastrie resection of the 
anterior Billroth-Pélya type was done. Pathologie 
examination showed papillary adenocarcinoma of 
the stomach and chronie hypertrophie gastritis. 
When last seen in October, 1946 she was alive 
and well. 


Case 4—W. J. McK., aged 44, in December, 
1937 complained of abdominal distress, pain and 
oceasional vomiting usually induced because of 
relief of pain, present for some years. She had 
been treated for ulcer for some years and had 
had a posterior gastro-enterostomy in 1943 else- 


Laboratory Reports: 

Fasting 
Total acidity 44 36 66 70 64 41 
Free HCl 12 20 33 40 32 26 


Fract. gastric... 


Bile positive 
Blood negative 
PUM erat esevoveierehs Oceult blood negative 
1) 7) Red 3,720,000 
White 12,000 
Hb. 66% 
Poly. 58% 
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where, at which time inflammation but no ulcer 
was found. Alkali were of some benefit, but the 
general symptoms were becoming increasingly 
severe. Loss of weight was about 20 pounds since 
before this operation. 

Roentgen examination revealed a functioning 
gastro-enterostomy, the barium leaving the stom- 
ach through the pylorus as well. A large cuff of 
prolapsing mucosa was clearly visible with a typi- 
cal deformity and filling defect of the duodenum; 
the mucosal patterns were traceable. Diagnosis 
was prolapsing gastric mucosa. At operation an 
apparently normal stomach was found except for 
some distal-half edema and thickening. Prolaps- 
ing mucosa was easily demonstrable. A two- 
thirds gastrie resection of the Billroth-Pélya type 
with end-to-end jejunal anastomosis was done. 


Case 5-—-R. T. J. J., aged 57, in January, 1941 
complained primarily of fulness after eating fol- 
lowed by a severe cramping pain which was re- 
lieved by induced vomiting. There was flatulence 
and severe recent weight loss, the latter amounting 
to about 25 pounds over a period of eight years. 
Two previous roentgen examinations had given 
only indefinite findings. In June, 1939 she had 
had an exploratory laparotomy for suspected gas- 
trie malignaney with negative findings; the ab- 
domen was closed without doing anything. This 
operation provided no relief. She had a definite 
eancerophobia and was resigned to an early death. 
Physical examination was negative. Fractional 
gastric analysis in 1938 had shown a high free 


hydrochlorie acid content of 33. 


Laboratory Reports: 


Fasting 


Fract. gastric...Total acidity 26 12 22 33 12 12 


Free ILC 00 0 20 8 

Blood negative 

Bile negative 

Mucus some excess 
RIO) «5s sense Oceult blood negative 
BID oshscseeee Red 2,900,000 

White 4,600 

Hb. 49% 

Poly. 63% 


Roentgen examination gave the correct diagnosis 
of prolapsing gastrie mucosa, traceable patterns, 
a typieal filling defect, a jockey-cap deformity 
and a 50 per cent six hour residue. Laparotomy 
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in February, 1941 revealed an apparently normal 
stomach. There was an adhesive band between the 
pylorus and the abdominal wall. The mucosa 
could be prolapsed back and forth in an ex- 
traordinary way and was visibly demonstrable for 
some distance. <A two-thirds gastrie resection of 
the anterior Billroth-Pélya type wtih anastomosis 
was done. Pathologic examination showed pro- 
lapsing redundant edematous folds of gastric 
mucosa and much round-cell infiltration. Reeovery 
was uneventful and she was alive and well in Sep- 
tember, 1946. She regained weight and the blood 
has remained normal since her four preoperative 


transfusions. 


Case 6.—O. W. O., aged 65, in May, 1943 com- 
plained of a sense of fulness, considerable flatu- 
lence, nausea and cramping upper abdominal pain 
of increasing severity of some three years’ dura- 
tion. Antacids were not helpful. Two previous 
roentgen examinations gave the diagnosis of 
doubtful pylorie uleer with much pylorospasm. 
Weight loss was about 17 pounds in the past 
year; anemia was fairly severe. There was no 
hematemesis, and vomiting was minimal. Her left 
breast had been removed in 1940 for carcinoma. 
Hidden metastases had been suspeeted but an ex- 
ploratory laparotomy in 1942 elsewhere had_ re- 
vealed nothing. 

Laboratory Reports: 

Fasting 


Fract. gastric...Total acidity 60 15 27 34 50 22 
Free HCl 00 0 0 0 0 


Blood negative 
Bile negative 
CLL) 1) (aeons Re ge Occult blood negative 
BINGdssccee ane Red 3,100,000 
White 9,200 
Hh. 68% 
Poly. 82% 


Two tests made in 1941 had shown free hydro- 
chlorie acid, 


Roentgen examination showed beginning pro- 
lapse of the gastric mucosa into the duodenum 
and an estimated 55 per cent six hour residue. 
A chest film was negative. At laparotomy in May, 
1943 the stomach was found enlarged, full of gas 
and with some thickening and palpable rugae. 
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There was moderate prolapse of the mucosa into 
the duodenum, less easily reducible than in the 
other cases. A two-third gastrie resection of the 
anterior Billroth-Pélya type was done. No evi- 
dence of any metastases from the breast malig- 
nancy was found. When last seen in September, 
1946 the patient was perfectly well. 


Case 7.—R. B., aged 43, in June, 1945 com- 
plained of an increasingly severe sense of fulness 
with distress after meals present for some years. 
He had lost considerable weight and was of a 
very apprehensive temperament. 


Laboratory Reports: 


Gastrie 
analysis... . Fasting 15 minutes intervals 
Total acidity 65 23 26 32 20 18 18 
Free HCl 0121414 8 8 8 
Estimated 
acid deficit 17% 
PSIGOW.% bier « Red 3,400,000 
White 11,000 
Hb. 69% 
Poly. 59% 
Kahn negative 
SUUO! ss %io-6 8s Occult blood negative 


Sedimentation 


PALO eae normal 


Roentgen examination gave the diagnosis of pro- 
lapsing gastric mucosa with some associated gas- 
tritis. At operation in June, 1945 the stomach ap- 
peared normal, but the mucosa was easily pro- 
lapsible into the duodenum. A two-thirds partial 
gastrectomy of the anterior Billroth-Pélya type 
was done. Ten months after operation he had 
not regained his weight and still complained of 
some flatulence and a sense of failure of the 
stomach to empty; this condition is slowly im- 
proving. The patient is definitely of the intro- 
spective type. Another roentgen examination gave 
perfectly normal findings. The stomach emptied 
in five hours and the stoma functioned normally. 
All laboratory findings were normal and the failure 
to regain the lost weight cannot be explained. 
This patient was the only one of the seven to 
have residual complaints. 


I believe that these cases constitute distinct 
clinical entities which are being consistently 
overlooked by surgeons and radiologists be- 
cause the condition has not been widely 
enough reported. I believe that actual diag- 
nosis must depend on the radiologist or 
visual inspection of the opened abdomen. 
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Nevertheless, certain common symptoms and 
findings when observed combined might well 
suggest the condition. These are pain, aggra- 
vated by food and relieved by vomiting, 
associated with weight loss, secondary anemia, 
and high retention total acidity with low 
HCl readings; they constitute a symptom 
complex which in the absence of demon- 
strated malignancy should be kept clearly 
in mind. 

Partial gastric resection is a safe and cer- 
tain cure; less radical procedures are prob- 
ably in most cases inadequate. 


SUMMARY 


Seven cases are reported in detail to show 
that prolapsing gastric mucosa is a clinical 
entity, and as such should be recognized and 
correctly diagnosed more frequently. Diag- 
nosis depends on roentgen examination or 
visual inspection of the opened abdomen. 
Best therapeutic results are obtained by par- 
tial gastric resection rather than by less 
‘radical procedures. 


SOM MAIRE 


L’auteur rapporte en-détail sept cas démon- 
trant que le prolapsus de la muqueuse gas- 
trique est une entité clinique et comme telle 
devrait étre reconnue et diagnostiquée cor- 
rectement plus fréquemment. Le diagnostique 
est établi par l’examen aux rayons X ou par 
l’inspection visuelle aprés ouverture de |’ab- 
domen. On obtient les meilleurs résultats 
thérapeutiques par la résection partielle de 
Vestomae plutot que par des procédés moins 
audacieux. 


SUMARIO 


Se informa, en detalle, de siete casos que 
prueban que el prolapso de la mucosa gastrica 
es una entidad clinica, y como tal deberia 
ser reconocida y correctamente diagnosticada 
con mas frecuentecia. La diagnosis del examen 
por medio de los Rayos X o de la inspeceién 
visual del abdémen abierto. Los mejores re- 
sultados terapéuticos se obtienen por la resee- 
cién gastrica parcial, preferible a interven- 
ciones menos radicales. 

(Continued on page 148) 








Colocolic Intussusception 


ROBERT G. MAJER, M.D., F.1.C.S.* 
LOS ANGELES, CALIFORNIA 


OLOCOLIC intussusception on the base 
of tumor in the adult belongs to the 
rarer type of intussusception. A review 

of the available literature on the subject 
shows that four main groups of intussuscep- 
tion have been recognized. These are: (1) eso- 
phageal-gastric; (2) gastric; (3) enteric; 
(4) eolic, with two subgroups, the cecocolic 
and colocolie types. 

The clinical picture of intussusception of 
the small intestine and its treatment have 
been adequately described in the literature. 
I shall limit this discussion to the colic type 
with its two subgroups and the prevailing 
theories about its etiology, symptoms, diag- 
nosis and treatment. 

A review in the British Journal of Sur- 
gery * in 1921 described 400 cases of intus- 
susception of all kinds. Among these 400 
cases were 18 in patients over 14 years old, 
and 19 of all cases involved the large intestine. 

Colon invagination in adults is rare, and 
amounts to less than 1 per cent of all types 
of intussusception. 

Cole * reports one case in which eight inches 
of cecum and ascending colon had become 
invaginated in the hepatic flexure. The cause 
was a benign inflammation near the appendix, 
which resulted in some local constriction in 
the wall of the gut. 

McKenney and Martzloff *° each reported 
one case, the first author with colorectal 
intussusception, the second with invagination 
of the cecal pouch. 

A European writer 1** describes a patient, 
whose distal ileum together with the cecum 
had become invaginated in the ascending 
colon. The pathologic specimen showed deep 
dysenteric-like ulcers, which had penetrated 
through the mucosa extensively into the mus- 
cular coat. An unusually interesting case in 
the American literature describes a boy, seven 


* From the Surgical Division of St. Vincent’s Hospital, 
Los Angeles. 
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years old, who had a colic intussusception of 
the ascending and entire transverse colon 
into the descending colon. With conservative 
treatment, reduction was successful. Later 
abdominal exploration revealed that nearly 
the entire colon had a definite mesentery. No 
tumor was found. 

Among 301 cases, Rushmore found only 
three patients with colocolic invagination. 
Most of the reports bear out that the ratio 





Fig. 1. Barium enema. 


of this condition in men and women is 
about 2:1. 

Collins,’ in the British Journal of Surgery 
in 1939, dealt with this subject in an excellent 
and exhaustive article. His statistics reveal 
that 78.5 per cent of all types of intussuscep- 
tion occur during the first year of life. He 
stresses the fact that colic intussusception in 
adults is quite rare and that the symptoms 
and signs are very masked and may imitate 
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almost any abdominal disease. In his 300 
collected adult cases, one-third were caused 
by tumors of the wall of the intestines. 
Roughly, 60 per cent of these tumors were 
benign and about 40 per cent belonged to 
malignant groups. Most of the tumors were 
polyps with pedicle bases. 

Most surgeons here are of the opinion that 
colic intussusception even in children is quite 
unusual. Surgical exploration in one rare 
case revealed double intussusception: colon 
into the descending colon and distal descend- 





Obstruction in hepatic flexure after expul- 
sion of some barium. 


Fig. 2. 


ing colon into the sigmoid. The patient was 
operated on and recovered; no tumor was 
present. 

An unique report of a case from Mayo 
Clinie 2? describes a woman patient with 
severe ulcerative colitis. An _ elongated 
sausage-like mass was felt in the upper 
abdomen and an intussusception of the proxi- 
mal transverse into the distal transverse 
colon was diagnosed roentgenologically. 
There were also secondary polypoid changes 
in the entire colon. 

In 11 eases collected in the Scandinavian 


ROBERT G. MAJER 


143 


J. INTERNAT. 
COLL. SURG. 


literature, a case is described of a woman of 
64, who had a carcinoma of the sigmoid, 
which caused a moderate stenosis of the bowel. 
Fluoroseopically, it was noticed that the nar- 
rowed section started to invaginate into the 
distal sigmoid, until the tumor area was com- 
pletely telescoped. After a few minutes slow 
spontaneous desinvagination occurred. Since 
there were palpable metastases to the liver, 
nothing was done. In the second ease, the 
ascending and proximal transverse colon in- 
vaginated into the distal transverse colon. 
The etiology in this case was a large sub- 
mucous lipoma. In a third patient of this 
series, a carcinoma of the hepatic flexure 
caused a lateral invagination of the wall of 
the bowel. 
CASE REPORT 


Mr. H. W. is 58 years old. Family history is 
noncontributory. He had a tonsillectomy at 24 
and several attacks of gout and Meniére’s disease. 
The patient was well until March, 1946 when , 
during a meal he felt uncomfortable and slightly 
faint. He then slowly fell to the ground and was 
unconscious for a few minutes. A physician gave 
him a hypodermie after which he was taken home 
in an ambulance, where I saw him two hours later. 
At that time, his complexion was ashen, his ex- 
tremities were cold, he perspired freely and had 
just vomited twice. His pulse was 80, regular, 
and his blood pressure was 142/84. His abdomen 
was moderately obese, bloated, not tender, and I 
had the impression that there might be a resist- 
ance in the right upper quadrant. He was given 
supportive treatment, improved rapidly and two 
days later he underwent a complete check-up. His 
hemoglobin was 46 per cent, red cells numbered 
3,700,000. Again an ill-defined, not tender resist- 
ance was felt in the right upper abdomen. Car- 
cinoma of the cecum or ascending colon was sus- 
pected. Until his collapse, there had been no 
change in his bowel habits, no pains of any kind 
and no symptoms indicating a serious organic dis- 
ease. His appetite had remained good and there 
was no loss of weight. 

Dr. Kenneth S. Davis, Roentgenologist, gave the 
following report. Preliminary roentgenogram of 
the abdomen shows the right kidney shadow small 
in size but symmetrical in outline. The left kidney 
shadow is not well visualized. There are two 
very dense large areas of calcification in the 
lower right abdomen, probably calcified mesenteric 
lymph nodes. 

Fluoroscopie examination of the chest together 
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with a roentgenogram show the lung fields normal 
in density with normal aeration and the expansion 
of the diaphragms normal; the heart shadow is 
moderately enlarged; the diaphragms are smooth. 
There is no obstruction to the passage of thick 
barium mixture through the esophagus. 

The stomach is hypersthenie in type; its outline 
is symmetrical. The duodenal cap fills normally, 
but a normal duodenal cap is not seen either in 
fluoroscopic examination or on subsequent roent- 
genograms. In one of the roentgenograms there 
is a convergence of the rugae of the cap to a 
‘point at the site of a fleck, evidently scarring 
from an ulcer. 

Despite these findings, the stomach is empty 
in the three-hour examination and the motility 
of the barium is normal through the small bowel. 
In 24 hours the bulk of the barium lies in the 
rectum or has been evacuated. 

Examination after a barium enema showed the 
progress of the barium to be slow owing to spas- 
ticity in the distal colon. Subsequent roentgeno- 


nee? 


* 





Fig. 3. Specimen, with marker under appendix. 
grams show multiple diverticula at the site of the 
maximum spasticity. There is a complete obstrue- 
tion to the passage of the barium in the hepatic 
flexure of the colon, the appearance not being 
typical of carcinoma but more suggestive of 
intussusception. 

A preoperative diagnosis of colocolie intussus- 
ception with possible carcinoma was made. The 
surgical report stated that the omentum, meso- 
colon and mesenterium were very fat. Near the 
root of the short fat mesentery of the distal two 
feet of the ileum were several large, yellowish 
calcified lymph glands. The entire ascending colon 
was transformed into a bulging tumor mass which 
adherent to the parietal anterior peri- 
The mesocecum was short and fat. The 


was not 
toneum. 


INTUSSUSCEPTION 


144 


MAR.-APR, 
47 


. 


main tumor mass was above the ileal junction. 
The entire distal and medial part of the cecum 
and ascending colon were invaginated due to the 
pull of the tumor on the inside of the colon, thus 
forming a blind pouch, 4-5 in. deep. This intus- 
susception caused upward angulation of the ileum. 
The liver and gallbladder were normal. No en- 
larged lymph glands were found anywhere in the 
abdomen except for the calcified lymph glands 
in the mesentery of the distal ileum. The stomach 
felt normal . 

Through a mid-right-reetus incision, the abdo- 
men was explored. Because of the extensive eal- 
cification of the distal ileal mesentery glands and 
the shortened mesentery, it was decided to resect 





Specimen opened, with tumor and 
intussusception. 


Fig. 4. 


114 ft. of the distal ileum. The cecum and ascend- 
ing colon were mobilized well beyond the hepatic 
flexure and were resected, using a von Petz clamp. 
An ileotransverse anastomosis was made in an iso- 
peristaltic direction. The abdomen was closed 
after the introduction of 15 Gm. sulfanilamide. 

Dr. James Kahler, Pathologist, gave the fol- 
lowing report. Gross Description: The specimen 
consists of portions of small and large bowel in- 
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Fig. 5. Colocolic intussusception caused by carcinoma. 
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cluding 41 em. of terminal ileum and a markedly 
distorted mass representing cecum and ascending 
colon and measuring 11 em. in length. On external 
examination this irregular mass has the appear- 
ance of an intussusception involving the midpor- 
tion of the colon; in addition to the bowel which 
is involved in the intussusception, there is a large 
mass of adherent omentum and retroperitoneal fat. 
This distorted intussuscepted bowel cannot be 
freed by tension from the exterior. When the 
bowel is opened, a large oval papillary tumor is 
found which is not completely annular and which 
measures 4 em. in width and 10 em. in the other 
diameter, i.e., perpendicular to the long axis of 
the bowel. In the still distorted specimen, the 
tumor mass lies 3 em. above the ileocecal valve 
and does not involve the valve at any point. Be- 
tween the tumor and the ileocecal valve is an open- 
ing leading to the cecum, evidently representing 
a portion of the ascending colon. This portion of 
colon below the tumor measures 6 em. in length 
and from it depends the normal appearing appen- 
dix. The distortion of the bowel is maintained by 
dense fibrous adhesions on the serosal surface into 
which are incorporated the fatty portions of the 
omentum and retroperitoneal fat. There does not 
appear to be any tumor extension into the serosa 
of the bowel, in fact, the tumor seems to be limited 
to the musculature of the bowel. The tumor is 
pinkish-gray, raised, papillary and only slightly 
ulcerated towards the center. The ileocecal valve 
is not distorted nor involved and the ileum which 
was removed with the specimen is not hyper- 
trophied, so that despite the distortion of the 
bowel and the presence of the tumor there does 
not appear to be either functional or anatomic 
obstruction to the passage of the fecal stream. 
Both externally and on opening the small bowel, 
no lesion is seen therein, but in’ the mesentery of 
the small bowel there are three hard calcified 
lymph nodes at one point, while near the ileocecal 
valve there are 10 or 12 smaller lymph nodes 
which are soft and sueculent and show no evi- 
dence of gross metastasis. 

Microscopic Description: The tumor is com- 
posed of tall columnar epithelial cells which are 
fairly well arranged in glands. The cells exhibit 
moderate hyperchromatism, some enlargement of 
the nucleoli and numerous mitotic figures, many 
of them normal. The tumor penetrates through 
mucosa to submucosa into the superficial part of 
the muscular coat, but does not penetrate the peri- 
colic connective tissues or the serosa, and no metas- 
tases are demonstrable in the lymph nodes removed 
with the specimen. Sections were not made of the 
calcified mesenteric lymph node. 
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Diagnosis: Adenocarcinoma of colon, grade II 
Broders, Class A Duke, with colocolic intussuscep- 
tion; calcified mesenteric lymph nodes. 


I will briefly discuss the pathologie proce- 
esses leading to invagination of colon into 
colon. 

Known causes of colocolic invagination in 
adults are: (1) malignant tumors; (2) benign 
tumor as lipoma in the lower ileum; (3) ulcers 
of the bowel wall, caused by ulcerative colitis, 
typhoid, tuberculosis and dysentery; (4) ap- 
pendicitis; (5) Meckel’s diverticulum; (6) 
congenital ileal bands; (7) foreign bodies; 
and (8) sudden radical changes in diet, as 
seen in infants. 

The formation of lymph tissue in the 
mucosa and layers of the distal ileum is most 
pronounced during the first year of life. 
Later in life this aggregation of lymph tissue 
together with lymphoid tissue in the ileocecal 
valve undergoes regressive changes, and there 
is much less projection of this valve into the 
lumen of the bowel. The colic mucosa in the 
adult does not show the prominent folds 
which are present in the child. The lumen 
of the adult colon is, of course, also much 
larger. Localized inflammation, infiltration 
and edema of a protruding mucosal fold with 
its lymph tissue will act like an inflamed 
patch of Peyer’s plaques and act or con- 
tribute to intussusception. Infarction and 
bacterial invasion of the wall of the colon 
near or around the base of a tumor causes 
similar results. This edematous bulging mass 
acts like a foreign body, or a bolus of food 
and is propelled by increased and excessive 
peristalsis in a distal direction. Sudden in- 
creased edema of mucosa occurs, and toxic 
influences on local tissue areas take place 
together with thrombosis of vessels. Often 
the tumor pulls on the mucosa and is then 
found on the tip of the intussusception. 
Again, the tumor may involve part of the 
wall of the colon, causing irregular spastic 
contraction of a segment, thus foreing a con- 
tracted ring in the distal hypotonic area. 

Contributing physiologic causes might be 
the sympathetic and parasympathetic in- 
nervation of the ileum; the cecum has only 
sympathetie nerve supply. This might cause 








VOL. X 

NO. 2 
peristaltic irregularity. This so-called per- 
verted peristalsis is the only acceptable 
interpretation for retrograde intussusception ; 
however, this usually occurs only during the 
first four to six months of life. This theory 
does not explain the considerable number of 
ileocecal invaginations in children. It is not 
likely that this abnormal peristaltic activity 
should be limited to a relativeiy small area 
in the intestinal tract. Local paralytic con- 
ditions of the bowel probably would not occur 
much more frequently in just one particular 
segment of bowel. 

Another theory speaks of localized tissue 
reactions by tumor which causes localized 
spasms of the bowel. The segment distal from 
the tumor is semiparalytic and draws itself 
like an umbrella over the contracted area. 
If invagination has started in this manner, 
this invaginated part acts like any other 
colonic content and is drawn by rush waves 
in the anal direction. 

Some observers noticed that the circular 
fibers of a tumor-invaded segment contract 
firmly. The longitudinal fibers of the lower 
seement, which is pulled in an upward diree- 
tion, contract then and cover the first con- 
tracted area. The intussusception nearly 
always forms a rather firm cylindrical tumor, 
which consists of three layers of tissue. These 
layers show a concentric arrangement. The 
afferent and efferent sections form the intus- 
susception and converge on the apex. The 
ensheathing layer represents the intussus- 
cipiens and communicates with the returning 
layers on the neck of the intussusception. 
Often mesentery is found between the two 
layers. Due to venous congestion and increas- 
ing edema, the apex often appears ballooned 
and mushroom-shaped. Extravasation of 
blood and mucus obstruction contribute far- 
ther to the blockage of the lumen. 

Concerning symptomatology, the first 
signs are often vague and include nausea 
and vomiting, colic pains and obstipation 
alternating with occasional bloody diarrhea 
and mucoid stools. As a rule, a mass is not 
felt in the adult. Tenderness to palpation, 
locally, or rigidity may be present. Hyper- 
peristaltic sounds, rush peristalsis may be 
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heard. The most important diagnostic help is 
x-ray examination with correct interpretation 
of the films and fluoroscopic findings. 

Intussusception in children presents a 
much more acute picture than in adults. 
Thorek ** * holds that constipation alternat- 
ing with diarrhea is a rather typical symptom. 
He reports one case of intussusception of a 
carcinoma of the cecum into the proximal 
transverse colon. His roentgen films are very 
illustrative and clear. Spontaneous reduction 
does often occur and is frequently followed 
by relapse. Peristaltic waves are sometimes 
visible. The intensity of the pain may depend 
on the stretching of the mesocolon. With a 
short fat mesocolon, the pain may begin more 
suddenly and may be more intense. The fact 
that the mesocolon in the average adult is 
rather short might account for the relatively 
small number of colocolic intussusceptions. 
Clausen’s 7 case was only diagnosed by x-rays 
and later proven by surgery. His patient 
had a mesenterium communis with a mesen- 
terie adhesion band. Later x-ray study 
showed that this patient had a large redun- 
dant extra loop of sigmoid. 

Treatment of colocolic intussusception is 
early surgical intervention. However, in cer- 
tain selected cases and under favorable condi- 
tions, conservative treatment should be taken 
into consideration. 


SUMMARY 


A review of the literature on this compara- 
tively rare condition is presented, together 
with a detailed case report which illustrates 
the difficulties of diagnosis and the operative 
technic used. The pathologie processes lead- 
ing to invagination of colon into colon are 
discussed. 


SOMMAIRE 


L’auteur présente une revue de cette con- 
dition qui est assez rare. I] rapporte un cas 
en détail qui illustre les difficultés du diag- 
nostie et de la technique opératoire employée. 
Les étas pathologiques qui prédisposent 4 
l’invagination du cdlon dans le cdlon sont 
discutées. 
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Urinary Extravasation 


LOWRAIN E. McCREA, M.D., F.A.C.S., F.1.C.S.* 
PHILADELPHIA, PENNSYLVANIA 


RINARY extravasation is a fulminating 
phlegmon of the genitalia. The condi- 
tion originates in or about the urethre 

and unless subjected to immediate radical 
treatment has a tendency to spread to con- 
tiguous structures. The extravasation may be 
limited to the genitalia or may extend to the 





Fig. 1. 


Urinary extravasation occurring an- 
terior to the triangular ligament bounded by 


Colles’ and by Searpa’s fasciae. This is the 
most frequent type of extravasation. About 
66 per cent of all urethral strictures occur 
within 14% in. of the anterior leaf of the 
triangular ligament. (After Campbell.) 


abdomen, or the axilla, and has been observed 
to extend to the base of the neck. The con- 
dition results from the combination of infec- 
tion and an advancing infiltration of the 
tissues with infected urine. The direction 
and area of the extravasation are controlled 
or limited by fascial planes, notably Colles’s 
fascia and Buek’s fascia in the genitalia or 
Searpa’s fascia on the abdomen. The onset 

* Read before the Eleventh Assembly, United States 


Chapter, International College of Surgeons, Detroit, 
Michigan, October, 1946. 
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of urinary extravasation is rapid, its extent 
may vary and death is almost inevitable 
unless positive treatment is quickly instituted. 
Even when such treatment is instituted, the 
mortality rate is governed greatly by the 
areas involved, the extent of the involvement 
and the duration of the extravasation. 





Extravasation originating within the 
Exten- 
sion may occur either behind the symphysis, 


Fig. 2. 
boundaries of the triangular ligament. 


into the perineum, or both. (After Campbell.) 


ETIOLOGY 


It is not believed that urinary extravasa- 
tion and fulminating gangrene of the scrotum 
or penis are allied or similar conditions. Uri- 
nary extravasation is an infiltration of the tis- 
sues with infected urine following fracture or 
rupture of the continuity of the urethra. Ful- 
minating gangrene is of bacterial origin, the 
tissues are not infiltrated, and the urethra is 
intact. Organized urethral stricture is not 
the sole cause of urinary’ extravasation. 
Stricture of the urethra resulting from a 
specific infection or from trauma accounts 
for most instances, but carcinoma of the 
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urethra and gumma of the urethra should 
also be considered as causative factors. This 
is particularly true in those instances which 
reveal a distinct ‘‘blow-out’’ of the urethra 
and the perineal structures. In two instances 
in this series, carcinoma of the urethra has 
been demonstrated by biopsy, taken at the 
site of extravasation. Gumma of the urethra 
is not an unknown disease and has been 
demonstrated by biopsy in one ease in this 
series, although a urethral stricture was also 
present. 
ANATOMY 

For anatomical reasons urinary extravasa- 
tion is a disease peculiar to males. Due to 
the normal position, deflection and attach- 
ments of the fascial tissue, extravasation of 
urine is limited by and its extent depends 
upon the fascial planes involved. The tri- 
angular ligament plays an important role in 
the normal anatomy and physiology as well 
as in such pathological conditions as urinary 


extravasation. The triangular ligament 
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Fig. 3. Extravasation originating from the 

pelvie or posterior side of the triangular liga- 

ment. Rectoprostatic, perirectal or ischiorectal 

infiltrations are most commonly observed, 

although perivesical and prevesical involvement 

may occur. Rupture into the peritoneal cavity 
may also occur. (After Campbell.) 


divides the pelvis into an internal and an 
external space. A dense fibrous partition is 
formed having a relatively thick anterior and 
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a thin posterior wall. It stretches across the 
pubic arch and is attached in front to the 
symphysis pubis, laterally to the ischial pubic 
rami, fusing posterially with Colles’s fascia. 
Between the layers of the triangular ligament 
is the membranous urethra as well as the 
nerves and the blood supply of the penis, and 
the ducts of Cowper’s gland. Colles’s fascia 
is attached to the posterior border of the tri- 





The scrotal wall 
and tunica vaginalis have eroded exposing the 


Fig. 4. Urinary extravasation. 


right testicle. The penis is infiltrated and shows 
extensive edema. Extension of the extravasated 
urine has oceurred into the anterior abdominal wall. 


angular ligament as it sweeps backwards and 
downwards. It separates the superficial and 
deep perineal muscles, then passes forward 
under the perineal, scrotal and penile skin 
fusing with Buck’s fascia at the root of the 
penis. By such attachment an anterior tri- 
angular space is formed which opens only 
at the base of the penis. It is through this 
opening that an extravasation may extend 
upward over the abdomen under Scarpa’s 
fascia, which is a continuation over the abdo- 
men of Colles’s fascia. By attachment to 
Poupart’s ligament, extravasation is pre- 
vented from extending to the anterior thigh. 

There are three sites where urinary extra- 
vasation commonly originates: (a) in front 
of the inferior or anterior layer of the tri- 
angular ligament (Fig. 1); (b) between the 
layers of the triangular ligament (Fig. 2) ; 
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(c) above the triangular ligament or uro- 
genital diaphragm from the posterior urethra 
or from the membranous urethra with rup- 
ture of the posterior or superior layer of the 
triangular ligament (Fig. 3). 

Of the three types or sites of rupture the 
first is the most common. It has been esti- 
mated that 66 per cent of all urethral stric- 
tures involve that portion of the urethra 
beginning 34 of an inch and ending 4 of an 
inch in front of the triangular ligament in 
the membranous urethra. A rupture of the 
urethra behind the stricture would permit 
the extravasated. urine to extend beneath 
Colles’s fascia into the perineum in front 
of the inferior fascia of the urogenital dia- 
phragm. Colles’s fascia is so attached that 
the extravasated fluid must extend forward 
beneath the dartos of the scrotum and penis 
ultimately to pass over the abdomen beneath 
Searpa’s fascia to Poupart’s ligament. How- 
ever, it is possible that penetration of such 
a strong attachment as Poupart’s ligament 
does occur in the presence of an advancing 
infection under pressure. This fact was dem- 
onstrated by a white male, 38, who was 
admitted in a toxic, septic condition. Exami- 
nation revealed an extensive extravasation 
involving the penis, scrotum, abdomen and 
the anterior surface of the right thigh. In 
an analysis of the 166 cases presented in this 
series, it may be seen that the areas involved 
differ widely and do not always follow typical 
distribution as is so classically described in 
the literature. This suggests the possibility 
that the extravasation frequently penetrates 
fascial planes. To substantiate these findings, 
statistics were taken from the operative 
record or from the description in the hospital 
record. The anatomical distribution is shown 
in Table 1. 

Extravasation into the scrotal tissue oe- 
curred 42 times, the highest incidence of 
occurrence in any single structure. The 
entire scrotal wall was found infiltrated and 
edematous, but in no instance was it demon- 
strated that extravasated urine penetrated 
into the tunica vaginalis. In numerous in- 
stances the tunica vaginalis eroded with other 
scrotal tissues exposing the testicles, but in 
not a single instance was it proved that 
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TABLE 1 
ANATOMICAL DISTRIBUTION OF EXTRAVASATION OF 
166 CASES 

Number of 

Area Involved Occurrences 
PS GRUUERIEIN eos favarcicrssosesbietaleie’e are were 42 
HUNG UER Eeyore i700 07s ee caslevaveniocesscaresnrs 32 
Serotum-Perineum............. 20 
OPP sheen! Gol ore os SiN ee 21 
Serouuini-F GHIS Ss... oso. oiseevaeees 18 
Perineum-Scrotum-Penis........ 7 
Serotum-Abdomen ............. 5 
Perineum-Scrotum-Penis-Abdomen. 4 
Perineum-Abdomen . Cr re 
Secrotum-Penis-Abdomen........ 4 
Serotum-Perineum-Abdomen... .. 3 
LIM Sc coche elena a eid espa lores 2 
PeMNeUM-PenISs:..... .6.csecceacss 1 
PONSA DOOMEN so. 6 o.0%-eieere e's oles 1 
Scrotum-Penis-Abdomen-Thigh 1 
164 
Distribution not listed........... 2 
ol 100515 Se ee a 166 


extravasated urine was found within the 
tunica. (Fig. 4.) 
A breakdown of the 166 cases in this series 


revealed some pertinent data. 


MORTALITY 


Of the total, 66 died or 39.7 per cent. Of these, 
60 patients were subjected to operation. Six were 
admitted in an extremely critical condition and 
died shortly after admission without operation. 
The average time of postoperative death of the 
60 cases was 11.8 days. 


RACE 


Urinary extravasation occurred in Negroes in 
122 instances; 44 cases were in whites or a rela- 
tive ratio of 3:1. Undoubtedly this ratio is due 
to the greater frequency of venereal infection in 
the colored race. 


VENEREAL HISTORY 


History of gonorrhea was obtained in 84 in- 
stances. Gonorrhea was denied or was not men- 
tioned in the ease records of the remaining 82 
cases. In two instances, a history of trauma to 
the perineum and to the urethra was elicited. The 
average length of time from the date of acute 
gonorrhea to the time of extravasation was 17 
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TABLE 2 
AGE OF OCCURRENCE IN DECADES 
\ge No. of Cases 
JO [1 OMMIISS ea seg oR toate cise oeg 17 
EO re ae Sea aihinsc wha oe Seas 34 
oD. | SMe seit feelin teary reef eng rane 42 
WMI Css cos Aa eR we Rao Meee 35 
PIMOS Sic Cea Ane eases eR eee 21 
“f= (Sa eet are Sen eR ean rag Ne 16 
MUU cane an oSieeciane pee Soe see us 1 
ONOAT Go a bcieeees ences see kee ee 166 
years. The blood Wassermann was negative in 


93 individuals, positive in 47 instances and doubt- 
ful or not taken in 26 cases. 


AGE 
The youngest reported age was 20 years, the 
oldest 80 years. The average age was 48.5 years. 
The decade showing the greatest incidence of 
occurrence was between 40 and 50 years. 


DIAGNOSIS 

Beyond question the greatest factor of re- 
covery is an early diagnosis and the imme- 
diate institution of treatment. The history 
of difficult urination for a protracted period 
of time, the history of a sudden pain in the 
perineum during urination, the evidence of 
a rapidly increasing swelling in the perineum 
or the external genitalia, associated with fever 
of a septic type are salient points of diagnosis. 


TREATMENT 

The treatment of urinary extravasation has 
long been subject to many variations and to 
many criticisms. There has been no una- 
nimity of opinion as to the best method of 
procedure. One highly controversial point 
is that of anesthesia. It has been repeatedly 
demonstrated that patients with urinary 


extravasation are toxic, septic individuals 


who poorly tolerate general anesthesia. It 
is suggested that the kind of anesthesia 
be given the most careful consideration 


before administration. In some instances it 
is possible that incisions and drainage of the 
urine-infiltrated tissues may be done without 
the use of anesthesia with little or no discom- 
fort to the patient. The infiltrated tissues 
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may be quite insensitive, possibly due to the 
infiltration. In most instances anesthesia is 
required. Spinal anesthesia may be consid- 
ered as the anesthesia of choice but care 
should be taken to prevent a reaction in these 
acutely septic patients. The prime requisites 
of surgical management are wide multiple 
incisions and free drainage of the infiltrated 
areas. The lineal incisions in the infiltrated 
areas should be connected by blunt dissection 
of the underlying and intervening’ tissues. 
Better drainage is apparently established if 
the wound is loosely packed with gauze satu- 
rated with 1:500 potassium permanganate 
solution. If the tissues are necrotic, consider- 
able benefit may be derived from the use of 
1:1,0090 bromine solution instead of the per- 
manganate solution. Serupulous care of the 
incised wounds is imperative. Sulfanilamide 
and/or penicillin therapy has been used ad- 
vantageously in further combating infection. 
It is believed that the diversion of the urinary 
stream by suprapubic cystotomy or external 
urethrotomy increases the surgical risk dur- 
ing the acute septic phase. Iurthermore, the 
patient is subjected to less shock by dilatation 
of the urethra and the insertion of a catheter 
than by surgical drainage of the bladder. It 
is possible to reestablish the continuity of the 


urethra following subsidence of the acute 
stage. Long, tedious, surgical procedures are 


not indicated during the acute toxic, septic 
phase of the condition. The acute extensive 
cellulitis and toxemia complicating this rapid, 
continuously advaneing condition give a poor 
prognosis for the patient. Care should be 
exercised to prevent the use of any prolonged 
shocking surgical procedure. 


SUMMARY 


1. One hundred and sixty-six cases of uri- 
nary extravasation have been presented. 

2. The greatest requisite of recovery is an 
early diagnosis and the immediate institution 
of treatment. 

3. Treatment consists of wide multiple in- 
cisions. Interecommunication of the incisions 
should be established by blunt dissection in 
an effort to establish the greatest possible 
drainage of the infiltrated areas. 
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4. A mortality of 39.7 per cent has been 
shown (66 deaths). 

5. Organic stricture is the most common 
cause of urinary extravasation; carcinoma of 
the urethra and gumma of the urethra must 
also be considered as possible causes. 

6. Divergence of the urinary stream by 
suprapubie cystotomy or external urethro- 
tomy is not recommended. 

7. Dilatation of the urethra should not be 
attempted until the acute phase has subsided. 

8. Selection of the anesthesia is of great 
importance. Spinal anesthesia is preferred 
to general anesthesia. 


SOM MATRE 


1. L’auteur rapporte cent soixante-six cas 
d’extracasation urinaire. 

2. Les meilleurs résultats sont obtenus par 
un diagnostie précoce et la soumission du 
malade immédiatement aux mesures curatives. 

3. Le traitement consite en larges incisions 
multiples. Il faut obtenir le drainage le plus 
complet des régions infiltrées. 

4, Il y eut une mortalité de 39.7 pour cent 
des cas, 66 décés. 

5. La eause la plus fréquente d’extrava- 
sation urinaire est le rétrécissement organ- 
ique de l’uréthre. On peut considérer comme 
cause oceasionnelle et probable le carcinome 
de l’uréthre et la gomme syphilitique de 
l’uréthre. 

6. L’auteur ne recommande pas la eys- 
tostomie suprapubique comme complément de 
l’uréthrotomie externe. 

7. La dilatation de l’uréthre ne sera com- 
meneée qu’aprés la cessation de la phase 
aigue. ' 

8. Le choix d’anesthésique est important. 
L’anesthésie rachidienne est préférable dans 
ces cas, a l’anesthésie générale. 


SUMARIO 


1. Se presentan 166 casos de extravasac:6n 
urinaria. 

2. El mas importante requisito para el 
restablecimiento as una diagnosis pronta y la 
practica inmediata del tratamiento. 
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3. El tratamiento consiste en multiplicar 
ampliamente las incisiones. La intercomuni- 
cacién de las incisiones debera establecerse 
en bruscea diseccién, en unesfuerzo por estable- 
cer el mayor drenaje posible de las zonas 
infiltradas. 

4. Se comprueba la mortalidad de un 39.7 
por ciento (66 defunciones). 

5. La estrechez organica es la causa mas 
comutn de la extravasacién urinaria. La ear- 
cinoma de la uretra o la uretra gomosa pueden 
considerarse igualmente como causas de la 
dolencia. 

6. No se recomienda la divergencia de la 
corriente urinaria por medio de una cistomia 
subptibica de la uretromia externa. 

7. La dilatacién de la uretra no debe in- 
tentarse hasta que la fase mas aguda se haya 
calmado. 

8. La seleecién de la anestesia es de gran 
importancia. La anestesia espinal se prefiere 
a la anestesia general. 


CBOJI 


1. Jlonoxenbt 166 cryyaeB MOUeBOH extra 
Ba3allHu. 

PaHHHH 2MarHo3 MW HeMeAIeHHOe Je4e- 
HHe ABIAIOTCA MIPeCANOChIIKOH BbI3LO- 
PpOBJIeHHA. 

JleueHHe COCTOHT H3 MHOFOU4HCJICHHbIX 
INMpOKHX Hape3sos. JLia MOCTHKeHHA 
HaHOoulee cBOOOZHOrO ApeHaxka UH- 
(pHIbTPHPOBaHHbIX TKaHeH HeOOXOH- 
MO CO3JaTb COOOULeHHeE MexKAy Halpe- 
3aMH TyNOH WHcCIKWHeH. 

JlonoxeHo 39,°% cmMepteibHocTH (66 
cly4aeB CMepTH). 

OpraHuueckasl CTPyKTypa ABIAeTCA Ca- 
MOH OObIKHOBeHHOH MpH4HHOH MOYeBOH 
9KCTpaBa3alluH. 

He pekoMeHyyeTcaA OTKJOHeHHe MOUe- 
BOrO TOKa NOocpeACTBOM cympalo6Ko- 
BOHM WHCTOTOMHeH HIM Hapy2XXKHbIM Ce- 
4YeHHeM MOUeBOFO KaHaila. 

PacuiMpeHve MOUYeBOrO KaHala He 
ROJKHO ObITL MpeANPHHATO MOKa OCT- 
pax cTagqHA He Mpoula. 

OueHb BaxkeH BLIOOp aHecTe3HH. CrH- 
HaJibHad aHecTe3HA sy4ule OOuleH. 


(Continued on page 156) 








Technic of Thyroidectomy 


A Simple Method of Grasping the Toxic Thyroid 


EDWIN A. BALCER, M.D., F.A.C.S.* 
CHICAGO, ILLINOIS 


te technic for thyroidectomy has re- 
ceived its share of publicity in medical 
journals and text books by numerous 
authors resulting in simplification and im- 
provement in this particular field of surgery. 
The scope of this paper does not permit men- 
tioning all their contributions; however, a 
brief listing should include exposure of the 
recurrent laryngeal nerves, section of the 
infrahyoid muscles, the use of small hemo- 
static forceps, and ligation of the inferior 
thyroid artery in continuity. Better ana- 
tomical knowledge also comes in for its share 
of credit towards reducing the hazards of 
thyroidectomy. 

The purpose of this report is to describe 
and illustrate a method of handling and 
mobilizing the thyroid gland as used by me 
during the procedure of thyroidectomy. It is 
especially useful in toxie goiter where the 
tissue is very vascular and extremely friable. 
No claim of originality is made as it is quite 
possible other surgeons have used the same 
method. However, because of its extreme 
usefulness the procedure is reported as a 
helpful guide, especially for the younger 
surgeon. 

The entire technic for a thyroidectomy will 
not be covered in detail. However, a brief 
summary of the operation will be given to 
maintain continuity of thought. 

A transverse incision through the skin and 
platysma muscle about 2 cm. above the sternal 
notch and extending to the lateral borders of 
the sternocleidomastoid muscles is used. At 
the level of the superficial cervical fascia con- 
taining the anterior jugular veins, dissection 


* Former assistant chief surgeon, the Veterans Hos- 
pital, New York City, and chief surgeon, Fort Howard 
Hospital, Maryland. The opinions expressed in this 
article are not to be construed as official or reflecting 
the views of the Veterans Administration or the Army 
Medical Corps. 
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is continued in an upward direction well 
above the prominence of the thyroid cartilage 
creating a superficial flap. No inferior flap 
is fashioned. The cervical fascia is opened 
vertically in the midline and both sets of 
infrahyoid muscles are divided high between 
Carmalt forceps. It is necessary to separate 
gently the sternothyroid muscle away from 
the thyroid gland and also to inelude it in 
the forceps used to clamp the ribbon muscles. 





Fig. 1. Visualization of the superior thyroid vessels 
for ligation when the superior pole is pulled down 
with a sharp two-prong rake retractor. 


The lateral thyroid vein may then be clamped 
with curved mosquito forceps and incised and 
ligated with no. 40 cotton ligature. 

The next step usually consists of mobilizing 
and delivering the lateral lobes and superior 
poles of the thyroid gland beginning with 
either the right or left side depending upon 
preference. This is usually accomplished by 
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erasping the thyroid tissue with some form of 
thyroid forceps or tenaculum. Most instru- 
ments used for this purpose have a grasping 
or biting effect varied only by the size of the 
instrument and the number and type of teeth. 
In other words, they all have a crushing effect 
to a varying degree. As a result the clamps 
pull out of tissue and tear part of the glan- 
dular substance causing considerable hemor- 
rhage from the gland surface. 

For this reason a better way was sought 
for grasping the thyroid tissue to pull down 
the superior poles as well as elevate and rotate 
the lateral lobes. It occurred to me that the 
sharp-tooth rake retractor used to elevate the 
skin flap may be used on the thyroid without 
a great deal of trauma. This was tried and 
found to be very effective. 





Fig. 2. The lateral lobe has been rotated medially 

with the rake retractor, allowing hemostatic forceps 

to be applied to the posterior lateral surface of the 
thyroid gland. 


A small two-prong, sharp-tooth rake re- 
tractor is used on the superior pole for 
visualization of the superior thyroid vessels, 
while a large three- or four-prong, sharp- 
tooth rake retractor is used to elevate and 
rotate the lateral lobes of the gland. 

Let us now continue with the procedure of 
thyroidectomy. As I usually remove the right 
side first except where the left is definitely 
larger, the right superior pole is pulled down 
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with the two-prong rake retractor until the 
superior thyroid vessels are clearly seen 
(Fig. 1). This procedure is greatly enhanced 
by inserting a small right angle retractor of 
the Cushing type into the upper angle of the 
wound. 

The superior thyroid vessels are doubly 
ligated with no. 24 cotton ligatures and in- 
cised, freeing the superior pole. Next the 
lateral thyroid vein is ligated if this has not 
been done during the early stages of the 
operation. The right iateral lobe is then 
gently lifted out of normal position with the 
index finger of the left hand and the four- 
prong rake or several rakes, if the gland is 
very large, are inserted at about the junction 
of the middle and posterior one-third of the 
gland, with the lateral lobe being rotated 
medially (Kig. 2). Careful traction in this 
position by the assistant is then maintained, 
while the operator has a good view of the 
posterior portion of the glandular substance. 

By using a dissector consisting of a small 
peanut-sized piece of gauze clamped with a 
eurved foreeps, some of the loose areolar 
tissue may be wiped away from the posterior 
surface of the gland, giving a clearer picture 
of the anatomical structures. <A series of 
small curved mosquito forceps are applied to 
the vessels on the gland surface. These for- 
ceps also include the inferior thyroid veins. 
The gland tissue is then incised with a sharp 
scalpel leaving 0.5-1 em. of thyroid tissue 
posteriorly. As the incision is deepened 
through the glandular tissue, additional ves- 
sels are encountered, especially branches of 
the inferior thyroid artery. These are also 
clamped with the small curved mosquito for- 
ceps. This procedure is continued until the 
trachea is reached, where the isthmus of 
the gland is carefully dissected away from 
the trachea and the same steps as already 
described are repeated on the opposite side. 

The mosquito forceps are replaced with no. 
40 cotton ligatures, and the remaining thyroid 
tissue bed is cautiously sutured to the pre- 
tracheal fascia with no. 60 or no. 80 cotton 
sutures, using a very fine curved intestinal 
needle. 

The cut infrahyoid muscles are approxi- 








J. INTERNAT. 
COLL, SURG, 


mated with interrupted mattress stitches 
using no. 40 cotton. The cervical fascia is 
closed with interrupted no. 40 or no. 60 
cotton suture material, and the skin is closed 
with small sized skin clips. 


SUMMARY 


The nonclamp method of delivering and 
rotating the thyroid gland during thyroid- 
ectomy is described. With this method the 
amount of surface hemorrhage resulting from 
tearing of the toxie glandular substance is 
reduced to a minimum. 


SOM MAIRE 


L’auteur déerits une technique pour la 
libération et la rotation de la glande thyroide 
effectuées sans l’aide de crampons dans 1’exé- 
cution de la thyroidectomie. Par l’emploie de 
cette méthode on réduit au minimum |’hémor- 
ragie résultant de la lacération de la substance 
glandulaire toxique. 
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SUMARIO 
Se describe un método de tratamiento para 
la glandula tiroide en el proceso de una 
tiroidectomia. Con tal método se reduce al 
minimo Ja hemorragia resultante de la sub- 
stantancia téxico-glandular. 


CBou. 
OnucaH cnoco6 ocBoO6oxAeHHA MH BDa- 


UlCHHA ULMTOBHAHOH 2Kewe3bl BO BpeMsA 
2#KHPOHAeCCTOMHH 6e3 MOMOULH KJIeMM. 


TOT cnoco6 CBOAMT Ha MHHHMYM TIOBepx- 
HOCTHOe KPOBOTeYeHHe MWOMVYaAWOUeecn B 
pe3yibTaTe Ppa3pbIBa TOKCHYeCKOrO Bellle- 
CTBa 2KeCJIe3bI. 
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Variational Anatomy of the Middle Colic Artery 


Its Significance in Gastric and Colonic Surgery 
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AND 


ALFRED L. SHAPIRO, M.D. 
BROOKLYN, NEW YORK 


INTRODUCTION 


HE ever-increasing number of patients 

requiring abdominal surgery in the past 

four decades has led to a plethora of 
studies concerning the physiologic and _bio- 
chemical principles involved in gastro-intes- 
tinal operative procedures. Unquestionably, 
without functional investigations of this na- 
ture the practice of surgery could have 
progressed little beyond the level attained 
at the close of the nineteenth century. How- 
ever, revisions of our knowledge of enteric 
surgical anatomy have lagged far behind the 
expanding applications of surgery. 

The viability of gastro-enteric segments in- 
volved in various surgical technical proced- 
ures is primarily dependent on maintenance 
of an adequate circulation. No matter how 
careful the supportive pre- and postoperative 
care, inadvertent ligation of a major colic 
artery in ignorance of the relatively common 
occurrence of anomalies can contribute sig- 
nificantly to postoperative mortality figures. 
With specialization now progressing to the 
point where surgical services are often so 
subdivided that gastric and colonic surgery 
are concentrated in the hands of relatively 
few surgeons who may handle a considerable 
number of eases, the statistical incidence of 
variational anatomy becomes an_ intensely 
practical rather than an esoteric subject. 

The classic descriptions of the circulation 
of the alimentary system, admirable though 
they were for the occasional major resections 
resorted to 50 years ago, no longer suffice. 
However, but meager attention has been given 


* From the Surgical and Pathological Services of the 
Brooklyn Cancer Institute, Beth El and Norwegian Hos- 
pitals, Brooklyn. 


to such topics as the differing configurations 
and distributions of the colonic arteries 
proper. Systematic review of over 30 stand- 
ard anatomical texts and atlases }-*° discloses 
only a partially correct and extremely cursory 
description of the arterial circulation of the 
colon, limited to no more than several short 
sentences or brief paragraphs. Only five make 
scanty reference to possible anomalies. More- 
over in over 30 years only three fairly detailed 
studies primarily devoted to the arteries of 
the large bowel have appeared in the English 
language journals.*7 °° Tt is, therefore, 
suggested by us that a series of intensive, 
morphologic, revision surveys of the entire 
alimentary tract, from the viewpoint of mod- 
ern applied surgical anatomy and based on 
statistically adequate material, is warranted. 
In the present article both original work and 
review of the literature are meorporated to 
bring the subject matter up to date. 

In the course of investigations, details of 
which appear elsewhere,*” *° concerned with 
the pancreaticoduodenal and the choledochal 


blood vaseculatures, numerous interesting 
? te) 
points and several frequently recurring 


anomalies were noted by us in tracing the 
larger colic arteries. Recourse to the avail- 
able literature on the subject revealed a sur- 
prising scarcity of published data. Because 
of this and a desire to investigate the possible 
relationship of the arterial circulation of the 
transverse colon to several clinical surgical 
problems previously encountered, on com- 
pletion of the initial dissections a further 
group, bringing the total of bodies studied io 
100, was included. In these the main colonic 
blood vessels, with emphasis on the middle 
eolic arteries, were traced. All of the bodies 
were refrigerated and of individuals who had 
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MIDDLE 
died less than two or three days before; the 
anatomical observations were made in the 
course of complete autopsy. India ink in- 
jectate was utilized in about one quarter of 
the cases, but since we were largely dealing 
with arterial trunks 2-15 mm. wide, this was 
usually omitted. No bodies were included 
with such pathology or such marked obesity 
which might obseure the structure and distri- 
bution of the branches of the celiac or the 
superior and inferior mesenteric vessels. The 
following survey is based on our own studies 
and such corroborative sources as are quoted 
and, unless otherwise specified, percentages 
are derived from our series of cases. 

THE COLON 


MAJOR ARTERIAL CIRCULATION OF 


Quoted almost verbatim as the complete 
depiction of the colic arteries presented in 
each of a standard current manual,'® text,’® 
atlas ?° and applied handbook of anatomy,’ 
the following statements have been culled, 
and can well serve as an_ introductory 
description. 


The arterial supply to the ascending colon, 
hepatic flexure and transverse colon is derived 
from the right and middle colic branches of the 
superior mesenteric artery. The left colic and 
sigmoid arteries from the inferior mesenteric 
artery supply the descending and sigmoid portions 
of the colon. 

The right colic artery—sometimes given off as 
a common trunk either with the middle colic or 
with the ileocolic—passes to the right behind the 
peritoneum to the back of the ascending colon, 
where it divides into an ascending branch which 
anastomoses with the descending branch of the 
middle colic, and a descending branch which 
crosses the lower pole of the right kidney and 
anastomoses with the ascending or eolie branch 
of the ileocolic. 

The middle colic artery, arising to the right 
from the concavity of the superior mesenteric a 
little below the pancreas, runs downwards in the 
right half of the transverse mesocolon, and divides 
into two branches—one of which passes to the left 
and anastomoses with the ascending branch of the 
left colic; the other, winding downwards and to 
the right, anastomoses with the ascending branch 
of the right colic. The right branch supplies the 
right third of the transverse colon and the left 
the left two-thirds. Since the main trunk lies to 
the right of the midline an operative opening 
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through the transverse mesocolon should be made 
on the left side. 

The left colic artery runs transversely to the 
left, across the internal spermatic vessels, ureter 
and inferior mesenteric vein, beneath the peri- 
toneum, and divides into two branches, one of 
which, crossing the lower pole of the left kidney 
enters the transverse mesocolon, ascends upwards 
and to the right, to anastomose with the middle 
colic. The other descends, and entering the sig- 
moid mesocolon anastomoses with the ascending 
branch of the sigmoid artery. 

The adjacent branches of the ileocolie and right 
middle, and left colic and sigmoid arteries form 
a single to triple series of anastomosing loops 
which extend from the end of the ileum to the 
rectosigmoid level. The distal anastomotic loops 
of these arches constitute the marginal colic 
artery of Drummond,®* ®° or areus riolani of the 
non-English writers,®® situated 0.5-8.0 em. from 
the large bowel wall, lying closest generally along 
the sigmoid. 


THE CLINICAL IMPORTANCE OF GROSS VARIATIONS 
IN COLONIC CIRCULATION 


Our attention was directed to this problem 
as a result of interesting autopsy findings 
encountered in four postoperative cases seen 
over an eight-year interval at three different 
institutions. Two cases were subjected to 
complete autopsy, the other two to wound 
inspection, which proved entirely adequate. 
Only one was from our own surgical services. 
In this case, seen in 1938, a male, 62, had 
undergone a Lahey-type right colectomy and 
ileotransversostomy for carcinoma of the 


cecum. No metastases were found at opera- 
tion. After a stormy postoperative interval 


of three and one-half days’ duration, with a 
clinical course indicative of peritonitis, the 
patient died. Exploration through the wound 
revealed ischemic necrosis of some 10 em. of 
residual transverse colon. Dissection revealed 
no large vascular trunks demonstrable in the 
medial half of the residual transverse meso- 
colon and a low origin and course of the 
left colic branch from the inferior mesenteric 
artery. The significance of such findings will 
be discussed later. 

In 1940 routine postmortem examination 
of a female, 53, who had died four days 
after a one-stage ileocolectomy for carcinoma 
of the ascending colon just below the hepatic 
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flexure, revealed death due to peritonitis as 
a result of leakage from a distal, partly 
necrotic ileocolostomy stoma, despite the pres- 
ence of a functioning proximal ileostomy. No 
major arterial trunk or loops were encoun- 
tered in the right half of the remaining 
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noma of the pylorus, gangrene of the right 
and midportion of the transverse colon was 
found. Dissection in the short thick fatty 
transverse mesocolon revealed that two tack- 
ing sutures taken to the right in the meso- 
colic rent to anchor the stomach above the 





Fig. 1 (left). 
Fig. 2 (right). 


Middle colic from inferior mesenteric. 
Absent middle colie. 


Replacing branches of right 


colic and inferior mesenteric with anastomotic arches from ileocolie and 


left colic. 


(In one case, incomplete arch at 2, in two cases doubled.) 


(Abbreviations in Figs. 1-10: SM, superior mesenteric; JM, inferior 
mesenteric; MC, middle colic; RC, right colic; LC, left colic; ILC, ileo- 
colic; IPD, inferior pancreaticoduodenal; SA, sigmoid; AMC, accessory 
middle colic; APD, paraduodenal arcade.) 


transverse mesocolon and the so-called mar* 
ginal artery of Drummond could not be iden- 
tified. Two years later, in the course of 
wound inspection on the body of a male of 57, 
who died 18 hours after subtotal gastrectomy 
and posterior gastrojejunostomy for carci- 





gastrojejunal anastomosis, had encircled the 
main unbranched trunk of the middle colic 
artery and effectively ligated it. 

In 1944 in the course of autopsy on a boy, 
19, operated on for injuries sustained in an 
automobile accident, the following observa- 





Fig. 3 (left). Common origin of middle colic and inferior pancreatico- 


duodenal. 
Fig. 4 (right). 
(about 40 per cent). 
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tions were made, At operation a perforation 
in the duodenum had been closed and a 
lacerated segment of transverse mesocolon 
and 7 em. of transverse colon with multiple 
perforations had been excised; then entero- 
enterostomy and cecostomy were performed. 
Death had occurred 36 hours later. Ischemic 
necrosis of the right half of the remaining 
transverse colon from the hepatic flexure to 
beyond the anastomosis had ensued, with ileus 


and generalized peritonitis following. Dis- 
section revealed absence of a true middle 


eolic branch of the superior mesentery artery 
and surgical ligation at several points of the 
few replacing large-looped anastomotic ar- 
cades between the right and left colic arteries. 
A distal fair-sized arterial arcade some 4 em. 
from the gut wall, which might be considered 





5 (left). 


Fig. 
per cent). 
Fig. 6 (right). 


as the marginal artery of Drummond, was 
completely thrombosed. 


MORPILOLOGIC VARIATIONS OF THE ORIGIN OF 
THE MIDDLE COLIC ARTERY AND ABSENCE 
OF THE MIDDLE COLIC ARTERY 


Despite the generally encountered text book 
description of the middle colic artery as a 
relatively constant single branch of the su- 
perior mesenteric which divides almost invari- 
ably into right and left limbs supplying the 
transverse colon, variations from this distribu- 
tion are almost the rule rather than the excep- 


COLIC ARTERY 


Simple branching; simple arcade patterns (about 


160 


MAR.-APR, 
1947 


tion. From the viewpoint of the practical 
surgical anatomy of today, in dealing with 
large case-series, this standard, brief depiction 
may be seriously misleading. 

The middle colic artery originates from the 
right side of the superior mesenteric, as its 
first branch in most instances. Less fre- 
quently, as noted both by us as well as others, 
it may stem as a definite trunk from the 
inferior mesenteric artery. Steward and Ran- 
kin *? state that some remarkable variations 
of the middle colic artery have been reported. 
Certain anomalies reported by anatomists of 
almost a century or more ago are questioned 
by them as embryologically unsound and _ pos- 
sibly due to inaccurate dissection. Thus 
Henle °° reported three cases of anastomosis 
of splenic and left colic arteries and an origin 
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Bifureate or double middle colic, primary arcades. 


of the middle colic from the splenic, and 
Hyrtl® reported communications between 
omental vessels and mideolon. Similarly 
Wilson ** reported a ease in which the mid- 
colic was derived from the hepatic artery. 
However, several recent studies substantiate 
the findings of the present authors that such 
apparently bizarre variations may occur. 
Ziegler ** and Pierson ** report middle colic 
artery origins from the gastroduodenal and 
superior pancreatic arteries respectively. 
Lipschitz,*> Pikkieff,°’ Dolgo-Saburoff ** and 
Michels ** report examples of the middle colic 
artery originating from or freely anastomos- 
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ing with the splenic and omental arteries. 
The inferior pancreaticoduodenal artery, in 
our experience, not uncommonly originates 
from or gives origin to the middle colic artery, 
a fact apparently given no previous attention 
in the literature. 





Fig. 7 (left). 
between ileocolie and middie colie. 
Fig. 8 (right). 
largely by ileocolic. 


The following developmental mechanism 
may be postulated to account for the occur- 
rence of such atypical origins. The frequent 
embryologice existence in the primitive vaseu- 
lar bed of anastomotic channels between main 
arterial branches near their origin from a 
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common trunk is well recognized. The pos- 
terior paraduodenal arterial anastomosis (an- 
other structure referred to by some authors 
as the arcus riolani) reported in one third 
of bodies ** can be considered as a persisting 
example of the persistence of such an arch. 


LC 


ILC } 


Right colic from middle colic; absent marginal artery 


Accessory middle colic, absent right colie replaced 
Narrowing at splenic flexure. 


With the anomaly of a celiomesenteric¢ axis, 
found in as high as 3 per cent of disseetions,*® 
anastomoses between colic and pancreatico- 
duodenal or hepatic and superior mesenteric 
circulations become explicable. Moreover, 
although none occurred in our series, in that 





Fig. 9 (left). 


Fig. 10 (right). 
arch. (Found in 16 cases.) 
cases. No accessory artery. 
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Right colie from ileocolic. 
-araduodenal arcade present. 


Simple branching close to hepatic flexure. 
p 
Narrow or incomplete arch at x in two 


Elaborate arcade pattern. 


Single 
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middle colic might be replaced by a left colic, 
sizeable inosculations between hepatic and 
inferior mesenteric circulations might be pos- 
sible. Most such embryonic channels become 
obliterated as development proceeds, but this 
is not always the case. In an infrequent in- 
stance the primary segment of origin of a 
branch may in some way become occluded, 
and in such a case a persistent anastomotic 
arch would provide an anomalous origin, 
i.e., a middle colic from a superior pan- 
creaticogastroduodenal, or splenic artery. 

Unless it can be shown that such not un- 
common anomalies as a celiomesenteric axis 
and a replacing left colic for a middle colic 
are invariably exclusive, it is unwarranted to 
assume that unusual vascular patterns re- 
ported by older anatomists were incorrect on 
the basis of embryologic unsoundness. ‘The 
absence of reports on such variations in the 
newer literature can be accounted for not 
only on the basis of improved dissection 
methods and injection technics, as suggested 
by Steward and Rankin,** but may in our 
opinion be in large measure due to a decrease 
in gross human studies and a shift of anato- 
mists’ attention to embryology, cytology and 
functional or comparative studies. Thus in 
the past decade articles on descriptive human 
anatomy have comprised only a small frac- 
tion of papers published in journals of 
morphology, despite the advances in radical 
resective abdominal and thoracico-abdominal 
surgery. 

That the middle colic is an inconstant 
structure has been stated by several ob- 
servers.** *% 57 Ffowever, in many instances, 
anomalous origins have been overlooked and 
the artery has been considered as lacking. By 
our definition a large arterial trunk or trunks 
distributed primarily to the right third or 
half of the transverse colon, usually including 
the hepatic flexure at least in part, is identi- 
fied as the middle colic artery. A branch from 
the right or left colic artery, from which this 
structure may come, is considered as a re- 
placing vessel only when its course and _ pri- 
mary distribution is directed to the ascending, 
left half of the transverse, or descending 
eolon. Thus the following figures are open 
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to controversy, since their accompanying de- 
scriptions do not detail the nature of the 
replacing vessels. Leder *® states that the 
middle colic artery is absent in 50 per cent 
of cases, Lorin ** in 10 per cent; Duplenne °° 
in 17 of 30, Kosinski ** in 33 of 55, Adachi ** 
in 13 of 57, and Pikkieff*7 in 82 of 300. 
Hovaloeque,”® Fetterolf** and Goepert ** 
simply indicate that it is often missing. 

In our own material no major artery which 
could be defined as the middle colic was found 
to exist in 8 per cent of cases. In these 8 
cases, the missing vessel was completely re- 
placed by branches from the right and left 
colic arteries in five, and partly in three. In 
the latter, the left gastro-epiploic, the inferior 
pancreaticoduodenal and the splenie and 
transverse pancreatic, contributed significant 
anastomotic branches to the right half of the 
transverse colon proper as well as the meso- 
colon in one ease each. 

The origins of the middle colic artery in 
the 92 examples in which it was present (a 
superior and inferior mesenteric artery were 
present in all) can be tabulated as follows: 


Superior mesenteric............. 78 
Inferior mesenteric.............. 2 
COS RST 010) 0 eee if 
PAPEL MICOUONC)., 6:50:55 6.2's'05.4 5's sie 2 
Cat OD ey a eee Oe ie ere 3 
Gastroduodenal .... ....6.....00% 1 
Inferior pancreaticoduodenal..... 5 
Left gastro-epiploic (or omental). l 


An accessory middle colic artery, ie., an 
additional major artery, generally coursing 
to the left of the middle colic proper, supply- 
ing the transverse colon from roughly the 
midportion left half of the transverse colon, 
has been reported by most observers.?” 4% 4% °7 
We noted the presence of such a structure 
in 21 per cent as compared with 24 per cent 
reported by Pikkieff,®’ 25 per cent by Hova- 
locque,*® 25 per cent by Zeldovitch.** Goe- 
pert ** mentions the frequent occurrence of 
multiple, possibly meaning accessory, arteries. 
Moynihan,® Waldeyer ** and Jamieson and 
Dobson *® deseribe the occasional occurrence 
of aecessory vessels. Accessory vessels in the 
form of major anastomosing branches to the 
transverse colon have been described as a rela- 
tively rare finding by Arnaud,** Michels,*® 
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Pikkieff ** and others. In our own series of 
21 cases the accessory vessel came from the 
superior mesenteric in all but four. In two the 
accessory came from the inferior mesenteric, 
in one from the superior pancreatic and in 
another from the gastroduodenal, an anomaly 
also noted by Pierson.*® 

In 17 eases the right colic artery occurred 
distinetly as a branch of the middle colie as 


compared with 30 per cent reported by 
Steward and Rankin.** 
CONFIGURATION OF THE MIDDLE COLIC ARTERY 


In the most common pattern of middle colic 
artery distribution the vessel proceeded ob- 
liquely upwards to the right from its origin, 
dividing into right and left branches 6-8 em. 
from the gut wall. In most instances there 
is no elaborate arrangement of arcades, but 
the major branches arch as the marginal 
artery of Drummond or arch of Riolan, along 
the colon and 1-4 em. away, giving off the 
vasa recta to the intestinal wall. Trifurea- 
tion and even a greater degree of primary 
branching occurred in some specimens. Mind- 
ful of a point raised by Steward and Ran- 
kin,’? ie., that the marginal artery, which 
they found constantly present in 40 dissec- 
tions, might in subjects not injected under 
force. be of so narrow a caliber as not to in- 
sure adequate colonic collateral circulation, 
diminution in width was carefully sought. 
In two of our 100 cases no continuous para- 
colie arterial arch of significance was demon- 
strable adjacent to the left half of the trans- 
verse colon and splenic flexure. In one case 
the middle colic was absent, in the other there 
was an apparent failure of peripheral major 
anastomosis between the right branch of the 
middle colic and the left colic artery. In 
another three this anastomatic arch was at 
its narrowest point no more than 1—1.5 mm. 
wide for several centimeters, a dimension 
probably inadequate for dependable collateral 
circulation. orin,®® Leder * and Belou * 
likewise mention or illustrate a similar dis- 
continuity of the marginal artery in a small 
percentage of cases. Failure of the ileocolic 
artery to anastomose with the right colie via 
a marginal vessel was noted in 6 per cent, a 
finding apparently also observed by Grant,* ® 
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who states that a weak point in the marginal 
anastomosis exists between middle colic and 
superior left colic. 

The surgically significant arterial variation 
is from most viewpoints that in which the 
technical mechanics of an operative procedure 
is apt to jeopardize the circulation. Conse- 
quently, although numerous instances of elabo- 
‘ate and complex arterial branching and 
arcade formation were encountered, they will 
be described but briefly. It is more note- 
worthy, from our approach, that in seven 
instances a pattern of single simple branch- 
ing was found, very close (2 em. or less) to 
colon wall, with no accessory vessels or not- 
able extra anastomeses; in three of these the 
marginal artery narrowed to a diameter prob- 
ably inadequate for true collateral circula- 
tion from the left colic. In one ease of this 
type an incomplete arch was found. In this 
distribution, the vasa recta proper to most 
colon segments are in effect end-arteries. This 
configuration occurs relatively infrequently 
in any one series but nonetheless is of aggre- 
gate importance since it may account for the 
oceasional instance of ischemic necrosis ensu- 
ing as result of colonic surgery. It was 
associated most frequently with a somewhat 
narrow middle colic trunk of origin. Jamieson 
and Dobson *® probably refer to this arrange- 
ment when they state that in some cases the 
middle colic divides near the hepatic flexure 
and the great left arcade is longer than usual 
with the junction of middle and left colic 
arteries being detected where the vessel is 
least in diameter. 

Steward and Rankin ** on the basis of 100 
specimens studied in painstaking detail con- 
elude that individual colic arteries can be 
ligated as the occasion demands and that reli- 
ance can be placed on vascularization through 
the marginal artery. They quote Okinezye, 
Merkel, Cunningham, Desmarest, Jamieson 
and Dobson, and Lockhart-Mummery ** on 
the occasional failure of anastomosis of the 
anastomosing areades, but contest their de- 
scriptions. The ligation experiments on ani- 
mals by Morestin and Archibald and Roth- 
schild and the surgical anatomical findings 
of Archibald, Sudeck, Rubesch, and Drum- 
mond *’ are quoted by them in substantiation 
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of their view. However, as pointed out by 
us before,*® as well as by others, valid con- 
clusions concerning the distribution of intes- 
tinal arteries in the human can seldom be 
drawn from studies on does and other labora- 
tory animals. Moreover, the total number of 
human specimens investigated by Archibald, 


Sudeck, Rubesech and Drummond was_ not 
large enough for statistical certainty. In a 


very recent study Garcia *® states that the 
paracolic anastomosis between the superior 
and inferior mesenteric arteries may be faulty 
in 2 to 3 per cent of cases and cites the later 
findings of Bard, Leriche, and Paitre in con- 
firmation. Singleton 7 stresses that this anas- 
tomosis is particularly apt to be undepend- 
able where the left colic is poorly developed. 
Review of the third dimensional stereoscopic 
atlas studies of Belou 4? on specimens injected 
with radiopaque material likewise reveals at 
least one instance without an appreciable 
communication between the middle and left 
colic arteries. Allen” also reported a case 
of peritonitis following surgery in which gan- 
grene of the transverse colon occurred in 
absence of a communication between the in- 
ferior mesenteric and middle colic arteries. 
SURGICAL SIGNIFICANCE OF VARIATIONS IN 
MORPHOLOGY AND CONFIGURATION OF 
THE MIDDLE COLIC ARTERIES 


It cannot be too greatly stressed that in 
surgery of the large bowel ischemic necrosis 
of even minimal degree may prove catas- 
trophic. Ligation, resection, mesocolic ten- 
sion, angulation, or torsion may all lead to 
an inadequate blood supply. In the fat meso- 
colon, despite the probably increased inei- 
dence of postoperative adhesions produced, it 
is by far safer to dissect sufficiently for ade- 
quate exposure of the colonic arterial trunks 
and areades when even the slightest uncer- 
tainty concerning the blood supply of the 
bowel to be left exists. In the handling of 
large gut attendant upon resection and entero- 
anastomosis sufficient edema, cyanosis and 
ecchymosis often ensue ordinarily to obscure 
color changes due to ischemia in several centi- 
meters of marginal bowel. The recent use of 
fluorescein “' to determine gut viability when 
viewed under ultraviolet light may prove de- 
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pendable in evaluating the circulatory reli- 
ability about enteric anastomotic stomata, but 
as yet this method has received little applica- 
tion. Transillumination of the mesocolon, if 
necessary after mobilization of the flexures, 
may prove invaluable. 

Although many and anatomists 
have emphasized the need for preserving the 
circulation of the colon when operating, scant 
attention has been given the relationships 
between surgical procedures and anatomic 
patterns and variants. If the excision of 
intestine involved in radical surgery of the 
cecum and ascending colon is sketched against 
the arterial pattern found to oceur, as de- 
scribed above, in roughly 5 per cent of cases, 
it becomes evident that unless the arterial 
configuration is carefully inspected, several 
cases of ischemic necrosis may be anticipated 
in a large number of such operative proced- 
ures. Although Steward and Rankin * dis- 
counted the likelihood of this occurrence on 
the basis of their findings, Singleton 7° in a 
later paper reports that such accidents have 
occurred with disastrous results. Such an in- 
jury to the circulation may occur not only 
when the single middle colic artery branches 
almost immediately adjacent to the hepatic 
flexure or when the transmesenteric anasto- 
mosis is unusually narrow or incomplete, but 
also when the marginal colic artery or vasa 
recta show interference. As has been pointed 
out by Drummond,** Steward and Rankin,** 
Kisberg,** Singleton “ and others as well as 
noted by us, the vasa recta to the colon are 
fewer in number than to the jejuno-ileum, 
and consequently ligation of even two may 
lead to ischemie necrosis. The advisability 
of sectioning bowel at an angle to preserve 
the mesocolic vascular portion and to decrease 
the amount of amesocolic, relatively avascular 
wall has been widely advocated for this rea- 
son. The presence of mural arterial twigs 
in appendices epiploical must likewise not be 
overlooked. Several authors have pointed out 
the advisability of wrapping omentum about 
any site of intestinal injury when uncertainty 
as to the circulatory adequacy exists.** 


sureeons 


When inspection or palpation reveal absence 
or alteration of the course of the middle colic 
artery, which may be considered a key to 
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variations in distribution, the entire pattern 
must be carefully investigated in major colon 
surgery. <As stated by Steward and Ran- 
kin,’* and here emphatically reiterated, it 7s 
essential to individualize each case as a 
variant. The usual continuity of the mar- 
ginal vessel may lull the incautious or hasty 
operator into a false sense of security. 

In the performance of transverse colostomy, 
an almost classic and often extremely serious 
complication is gangrene of one or both limbs, 
particularly of the intra-abdominal segments. 
It is quite possible that in the richer arterial 
patterns this complication is unlikely. How- 
ever, with single arcades and meager primary 
branching, angulation, torsion, tension, or in- 
advertent ligation can effectively cut off the 
circulation. In drawing fascia, skin, or a 
glass rod through a mesocolie opening, the 
marginal artery should be carefully pre- 
served, and if ligated or compressed, a gen- 
erous length of colon exteriorized. This must 
be done also if it has been necessary to 
ligate more than a single one of the vasa 
recta. Mikulicz-type, obstructive, or entero- 
anastomotic resections of the transverse colon 
require similar safeguards. In absence of a 
middle colic artery, ligation or other mechani- 
eal interruption of the paracolic arcade 
formed between the replacing left colic and 
right colic arterial branches may jeopardize 
the circulation of the transverse colon during 
surgery on the descending colon. 

In the evaluation of results of colon sur- 
gery in operable cases, postmortem examina- 
tions should provide an important source of 
study material. TI[owever, in published re- 
ports dealing with mortality factors in large 
bowel operations only a few cases subjected 
to autopsy are cited. It is of interest in this 
connection to note the finding of Eades“ 
(in a survey of cancers of the colon operated 
on in small hospitals), that the operative 
mortality rate was 44 per cent over 10 years, 
with peritonitis listed as the major cause of 
death. In contrast, average mortality at 
larger centers was less than 15 per cent. 
Among other factors the unconecern of the 
occasional operator with colonic vascular 
variations probably contributed to a greater 
incidence of ischemic necrosis. Garlock * 
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et al. in discussing 18 operable cases of cancer 
of the right transverse colon reported several 
deaths, one with localized abscess in the right 
lumbar gutter, one of generalized peritonitis 
in which the suture line was intact, one fol- 
lowing a Lahey resection of the right colon 
and one following an obstructive resection of 
the transverse colon, In the latter two 
autopsy was not done. Other causes of death 
reported included ecardiae failure and cerebral 
hemorrhage. Despite the general excellence 
of the review the small numbers of autopsies 
in this and similar studies cannot be con- 
strued as indicating the incidence of ischemic 
necrosis in colon surgery. Babcock and 
Bacon “ in their study of complications in 
surgical treatment of carcinoma of the large 
bowel are no more informative concerning 
autopsy findings, but state simply that septic 
peritonitis is a major mortality hazard. 
Rankin and Graham ** in an exhaustive re- 
view of operative mortality and final results 
reported by numerous surgeons omit any 
mention of postmortem findings, but indicate 
peritonitis as a major cause of death. Cat- 
tell ** *7 mentions a death following loss of 
blood supply to the intestine in a small series 
but does not elaborate further. Raiford cites 
peritonitis as the greatest single cause of 
death following colostomy. Whipple,”* with- 
out giving details, states that the first prin- 
ciple in resection of the gastro-intestinal tract 
is the careful preservation of blood vessels in 
the mesentery supplying the zone of anasto- 
mosis. He and others deprecate the trend to 
dependence on sulfonamides and antibiotics 
and sacrifice of fundamental surgical prin- 
ciples. Allen *! likewise mentions an experi- 
ence with a case of peritonitis due to necrosis 
of the transverse colon following operation 
apparently associated with absence of the 
usual anastomotic artery arising from the 
superior mesenteric. Pierpont ™ et al. report 
several cases of death due to dehiscence of 
the colostomy suture line found at autopsy. 
Coller and Vaughan * believe that peritonitis 
is less likely to occur from local contamina- 
tion of the peritoneum attendant upon open 
anastomosis but occurs most commonly from 
persistent leak of a defective anastomosis. 
This view is being increasingly held, and, if 
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true, implicates faulty anastomoses, possibly 
in most cases due to local ischemia, as still 
the major cause of death in operable cases. 
In a report on injuries of the colon and 
rectum, Hurt *° mentions that injuries to the 
mesocolon and their repair may interfere with 
the blood supply of the bowel, but omits 
further discussion. Mason *' in an article on 
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colon injuries during the war cites several - 


instances of mesocolic trauma interfering with 
the blood supply of the gut. In emergency 
surgery of this nature a clearcut picture of 
vascular relations is obviously indispensable 
to the surgeon. Coleock*? in a_ similar 
analysis stresses the role of devitalization in 
trauma to the colon. Morgan** likewise re- 
ports numerous war wounds with injury to 
a wide expanse of vascular mesocolon and 
colon proper. 

Here also the technic, recommended by us, 
of transilluminating the mesocolon while mo- 
mentarily darkening the room, using a steri- 
lized transilluminator of standard pattern, 
and if necessary freeing the colic flexures 
and mobilizing any required segment of 
ascending or descending colon toward the 
midline, might prove of invaluable assistance 
in delineating the arterial configuration. 


MIDDLE COLIC ARTERY INJURY IN GASTRIC 
SURGERY 

In reviewing the case cited above of 
necrosis of the transverse colon following 
ligation of the middle colic artery in the 
course of gastrectomy, scanty reference to 
this complication was found in the current 
literature. Reports on recent series of gas- 
trectomies made no mention of this difficulty 
although several standard texts on operative 
technic warn of the necessity for safeguarding 
the middle colic artery in ligating and sever- 
ing the greater omentum. Yovanovitch**® 
quotes such earlier surgeons as Czerny, 
Leriche and Madelung to the effect that in 
the event of this accident, resection of the 
transverse colon is necessary to avoid necrosis 
and death. He cites Zeldovitch ** as saying 
that in the event of a double or accessory 
middle colic artery, such ligature would be 
less serious than with a single trunk. 

We pointed out elsewhere *® that the oper- 
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ative complication of ischemic necrosis of the 
transverse colon may in some instances be 
due to an anomalous middle colic origin from 
the gastroduodenal artery as described by 
Pierson ** and us. Ligation of the gastro- 
duodenal artery in place of the right gastro- 
epiploic is often performed during gastrec- 
tomy. In several of our dissections a normal 
middle colic artery, although separated by 
layers of omentum, lay within 1-2 em. of the 
origin of the right gastro-epiploic and could 
easily have been included with a deep liga- 
ture, if visualization had not been used. 


SUMMARY 


The variational anatomy of the middle colic 
artery, with particular reference to its sig- 
nificance in alimentary tract surgery, is de- 
scribed as present in 100 autopsies. A review 
of the literature on the circulation of the 
colon and on mortality factors in large bowel 
surgery is incorporated. As a general rule 
fairly elaborate and complex arterial branch- 
ing was encountered, a distribution providing 
an adequate blood supply for most standard 
surgical procedures. In 7 per cent of cases, 
however, a pattern of single, simple branch- 
ing very close to the. colon wall, lacking 
appreciable augmentation, was found. In 
these instances the vasa recta proper to most 
colon segments are in effect end-arteries. In 
three instances, contrary to some surgical ana- 
tomical descriptions, the marginal artery was 
deficient or too narrow to provide a depend- 
able collateral circulation. Several recent 
cases are cited in further substantiation of 
the oceasional failure of the marginal artery. 
In the large series from modern specialized 
surgical clinics, this arterial configuration 
assumes considerable statistical significance, 
since the technics of numerous standard op- 
erative procedures are apt to jeopardize the 
circulation. Peritonitis due to dehiscence of 
entero-anastomoses is still a major cause of 
death in abdominal surgery and may often 
be accounted for on the basis of ischemic 
necrosis. The complication of devasculariza- 
tion of the transverse colon during gastrec- 
tomy is discussed with reference to injury 
to both the normally originating middle colic 
artery and the occasional anomalous vessel 
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arising from the gastroduodenal trunk. 
Transillumination of the mesocolon, mobiliz- 
ing if necessary the colic flexures and any 
required segments of the ascending and de- 
scending colons to demonstrate the type of 
arterial configuration is suggested where un- 
certainty as to the adequacy of the marginal 
arteries exists. As a routine procedure, such 
transillumination may be recommended, par- 
ticularly for gastro-intestinal surgical services 
as a means of facilitating clinical studies of 
circulatory variants. 


SOM MAIRE 
Les variations de l’anatomie de |’artére 
médiane colique et leur rapports avec la 


chirurgie de canal alimentaire sont décrits 
telles qu’elles furent présentés dans cent 
autopsies. Une revue de la circulation du 
colon et des facteurs de la mortalité de la 
chirurgie du célon sont incorporés dans cette 
étude. Kn général, les embranchements ar- 
tériels sont compliqués et nombreux et four- 
nissent une circulation sanguine adéquate 
pour la grande majorité des interventions 
chirurgicales sur le gros intestin. Dans 7 
pour cent des cas, un embranchement unique, 
proche de la paroi du célon, montrant, un 
manque de segmentation appréciable fut con- 
staté. .Dans ces cas les vasas rectas sont des 
artéres terminales. Dans trois cas |’artére 
marginale manquait ou était trop étroite pour 
fournir une circulation collatérale adéquate. 
Cette insuffisance ou absence assombrit le 
pronostic de certaines interventions opéra- 
toires. En chirurgie abdominale la péritonite 
due a la dehiscence des entéro-anastomoses 
est la principale cause des décés consecutifs 
aux laparotomies. Souvent ces décés sont dus 
& une necrose ischemique. Les complications 
dues 4 la dévaseularisation du cdlon trans- 
verse durant le cours de la gastrectomie sont 
diseutées surtout par rapport a l’artére 
colique médiane et a certains vaisseaux anor- 
maux prenant leur origine aux trones gastro- 
duodénals. La transillumination du mésocélon 
mobilisant si e’est nécessaire les flexures du 
edlon et les différents segments du cdlon nous 
démontrera la configuration artérielle et nous 
renseignera sur la suffisance ou 1’insuffisance 
des artéres marginales. La transillumination 
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peut rendre de grands services dans la chirur- 
gie gastro-intestinale. 


SUMARIO 


Con la comprobacién de 100 autopsias, se 
describe la variada anatomia de la arteria 
célica media. Se pasa revista a la literatura 
que existe sobre la circulacién del colon y 
sobre los factores de mortalidad en la cirugia 
de intestinos. También se hacen especiales 
referencias a la significancia de la arteria 
colica media en la regién de la cirugia alimen- 
ticia. Se encuentra en este escrito, como regla 
claramente elaborada, la distribucién que 
provee adecuada sangre para suplir en los 
procedimientos quirtirgicos més comunes. Kn 
el 7 por ciento de los casos, desde luego, se 
encontr6é la seal de una simple ramificacién 
muy pegada a la pared del colon, con apre- 
ciable escasez de aumento. En dichos ejem- 
plos, el vaso recto, propio de la mayoria de 
los segmentos del colon se ve que afecta el 
final de las arterias. En tres ejemplos, contra- 
riamente a algunas descripciones anatémicas 
quirtrgicas, la arteria marginal es deficiente, 
a demasiado estrecha para proveer una circu- 
lacién colateral suficiente. Se citan algunos 
casos recientes para una futura sustanciacién 
de la falla cireunstancial de la arteria mar- 
ginal. En buen ntmero de clinicas modernas 
de cirugia especializada, esta configuraci6n 
de la arteria asume considerable significancia 
estadistica, desde que las técnicas de diversos 
sistemas operatorios suelen comprometer la 
circulacién. La peritonitis debida a la hende- 
dura del entero-anastomosis es todavia la 
causa principal de defuncién en Ja cirugia 
abdominal y a menudo puede ser considerada 
sobre la base de la gangrena por retenci6n. 
Se muestra la complicacién producida por la 
remocion de Ja sangre en el colon transversal 
durante la gastrectomia, con referencia al 
dano que se infringe a la normal emanacién 
de la arteria ecélica media y la anomalia que 
ocasionalmente se produce el vaso que se 
levanta del tronco gastroduodenal. la trans- 
luminacién del mesocolon, movilizando si 
fuera necesario las flexiones célicas, y algunos 
segmentos requeridos de los colones ascen- 
dentes y descendentes, es la forma que se 
sugiere cuando existe incertidumbre sobre la 
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adecuacion de las artetias marginales. Como 
un procedimiento de rutina, puede recomen- 
darse la transluminacién, particularmente 
para los servicios quirtrgicos gastrointesti- 
nales, como procedimiento para facilitar los 
estudios clinicos de las varientes circulatorias. 


CBox. 


Ha ocHosaHHu 100 BCKpbITHH OMMCaHbI 
aHaTOMHYeCKHe BapHallHu arterii coli med. 
HM WX 3Ha4eHHM B XHPyprHuw KHUIeYHOrO 
TpakTa. BkawwueH 0630p Hay4HOH AMTepa- 
TYPbl O KPOBOOOpallleHHH OOMbUIOH KHUIKH 
H O (akTOpax CMepTHOCTH B XHpyprHu 
OOJbIUeKHWeYHHKa. OObIKHOBeHHO ObIIO 
HaHeHO JOBOJIbHO CJIOXKHOe apTepHadb- 
HOe Pa3sBeTBICHHe, CO3Lalollee aIKBATHOe 
As OObIKHOBEHHOKM XHPyprHH KpOBAHOe 
cHaOxenHe. Ho B 7% ObwO HaWAeHO eAH- 
HOe MpocToe pa3sBeTBIeCHHe O4eHb O1K3KO 
K CTeHKe KHUIKH. B 9THX Cy4asX vasa recta 
propria K OOJIbUIMHCTBY KHIMe4HbIX CerMeH- 
TOB ABJAIOTCA KOHCYHbIMH apTepHAMH. 

B Tpex culy4anx, B NpoTHBOpeyne OODIY- 
HbIM XHPyproO-aHaTOMH4eCKHM OMMCaHHsM, 
KpaeBaw apTepHA OKa3alacb HeocTaTou- 
HOH HIM CJIMUIKOM Y3KOH AIA OOecne4eHHA 
HaJ@#KHOrO KOJJATepasbHOrO KpoBOOoOpa- 
uleHHA. TIpHBeweHbl HECKOJbKO HeaBHHX 
Jy4uaeB MOKa3bIBaIOULHX TaKylO HeLOCcTa- 
TOUHOCTh KpaeBOH apTepHu. Sta aptepu- 
aJlbHad KOH@HrypauwwA UMeeT OOMbUIOe 
cTaTHCTHYeCKOe 3Ha4YeHHe MIpH OOVJbIUIHXx 
CepHAX MOJePHbIX CiMeluHhaJH3HPpOBaHHbIX 
XHPyYprHyeCKHX KJIMHHK, TaK KaK MHOrHe 
oO6ule-NpHHATHLIe OMepaTHBHble Me€TObI MO- 
ryT CO3LaTb WAPKYJAWHOHHDIN pucK. IIe- 
PHTOHHT, IIPHYHHeHHbIM pa3siuleneHHeM 
KHUIC4HbIX @HACTOMO30B, AO CHX MOp AB- 
JIA€TCA OHHM H3 PlaBHbIX IIPH4YHH CMepTH 
npH aOJOMHHaJILHOH XHpyprHH HW uYacTo 
OObACHHeETCAH UCXCMHYCCKHM HeKPO3OM. 
Pa306paHbl OCJO#XKHEHHA e-BaCKYJAPH3a- 
WMH NOMepeyHOH OOJbUIOM KHUIKH BO Bpe- 
MA raCTPeKTOMHH, BO3HHKalolive Ha MOUBe 
NOBpexXAeCHHA KaK H HOPMAaJIbHOH art. coli 
med., TaK H Cy4aHHOrO aHOMAaJIbHOrO CoO- 
cya OTBETBIAWULErOCA OT #KeJYLOUHO- 
AyOReHabHOoro CTBOJa. TpaHCHJIJIKOMHHa- 
uHA OOOR04HOK OpbpKeHKH, pa3Bura;s, 
e€CJIM HYXKHO, OOOAOUHbIe crHObl HW BOCXO- 
AAULYIO H HHCXOJALMLYIO KHUIKY, WIA e- 
MOHCTpalluH THMa apTepHadbHOW KOH@H- 
rypalWu O4eHb PpeKOMeHyeTCA B Cy4aAXx 
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COMHe€HHA B AaJL9KBATHOCTH KpaeBbIX apTe- 
pu. Kak pyTHHHaw Mepa, Taka‘ TpaHcHt- 
JHOMMHAlWWA OCOGeHHO PpeKOMeHJLyeTCA B 
*#KeIYLOYHO - KALWICYHbIX XHPyprvyuecKHx 
KJIMHHKaX, PlaBHbIM OOpa30M WIA OOver- 
4YeHHA KIMHAYeCKOTO H3y4eHHS WHPKYJIA- 
COPHbIX BapHalluH. 
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Chondromalacia of the Patella as a Disease 
of the Amputated 


FE. E. KALLIO, M.D., F.LC.S.* 
HELSINKI, FINLAND 


ALPABLE retropatellar crepitation oc- 

curring in flexion and extension of the 

knee is considered practically a pathogno- 
monic symptom of chondromalacia of the 
patella (c. p.). Ilowever, ¢. p. may just as 
well or better be diagnosed by a slight tender- 
ness to pressure on movement of the patella 
in different directions. I decided therefore 
to make extensive examinations of healthy 
persons of different ages to establish the pres- 
ence of a possible ¢. p. Apparently such 
extensive examinations have never been made 
on persons with amputations. 


MATERIAL 
This consists of 1,500 disabled soldiers who 
had amputations during 1939 and 1940 with- 
out. known history of trauma to the knee. I 
examined the knee joints of 450 men (ce), 
while the information regarding 1,050 cases 
is based on detailed questionnaires (q). 


DISCUSSION 

Results and pathogenesis of c. p. It has 
been stated that the degeneration of the 
cartilage of the patella is in fact physiology 
of ageing (Silfverskidld®). As shown in 
Tables 1 and 4, the frequency of e. p. in 
the amputated is directly proportional to age. 
When the patients are divided into groups 
of 15-20 years, 21-30, 31-40 and 41-50 years, 
the corresponding ¢. p. frequency in femur 
amputations is 0, 31, 53 and 50 per cent, 
and in crus amputations 20, 28, 38 and 438 
per cent, respectively. What is the relation 
of these figures to those obtained earlier in 
nonamputated? In sections of 173 knees, 
Silfverskiéld ® established 25, 35, 65 and 100 
per cent of ¢. p. in these age classes. In a 





* From the Orthopedic Hospital of the Invalid Founda- 
tion, Helsinki, Finland. 
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clinical examination by Owre > of 400 patients 
with various diseases (in their own opinion 
without knee affections, although some of 
them had previously had water on the knee 
or other knee affections), the corresponding 
figures were 17, 39, 51 and 57 per cent. In 
Hlinricsson’s * examination of 202 healthy 
men, aged 11 to 50, a crepitant patella was 
established in 30.7 per cent, a figure which 
hardly diverges from the ¢. p. percentage 
in my material, this being 34 per cent for 
femur amputations and 31 per cent for crus 
amputations. 

Factors of exertion. It has been established 
that the right knee is more sensible to ¢. p. 
changes than the left.* As far as amputa- 
tions are concerned, Tables 2 and 5 show that 
¢. p. Symptoms are almost equally distributed 
to both knees. 

Aleman! pointed out that overexertion of 
the knee in military exercise, for instance, 
may cause ¢. p. I have in previous investiga- 
tions also established that the effeetion was 
considerably more common in the Finnish 
army during the war than in peace and under 
normal conditions. Hinriesson * further found 
crepitant patellas more frequently in laborers 
than in white collar workers. Wiberg? made 
a remarkable observation in his anatomie and 
microscopic examinations; he found that the 
c. p. foeus is localized exactly in the spot 
experiencing the greatest strain. According 
to Hirseh,* the effect of this strain can be 
explained by the fact that increased weight 
influences circulation and nutrition in the 
cartilage. The question is what practical 
experiences may be derived from amputated 
eases in which the strain conditions of the 
knee have changed. 

When dealing with this problem, the age 
class 21-40 is of great interest, as e. p. in 
persons younger than 20 is of little impor- 
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tance and in persons older than 40 (the so- 
called arthrosis age) has also been established 
in 65-100 per cent of nonamputated per- 
sons.® §& The amputated cases in my material 
(1,308 men or 87 per cent) chiefly belong 
to that age class. 

The table of femur amputations shows that 
in 81 men (23 per cent) out of 1383 examined 


TABLE 1 
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the knee. In about 50 per cent the amputated 
patients were compelled to stop walking from 
time to time because of pain in the knee 
(mostly locking symptoms), and every third 
had to stay away from work for the same 
reason. Table 3 shows that in 100 per cent 
of the e-cases and 80 per cent of the q-cases 
the troubles set in either during the amputa- 





Examined 


Questionnaires 





r sr 


Agein ‘Total No. Manifeste.p. Latent 





years of cases cases % ¢.p. 
15-20 9 a 0 ia 
21-30 105 PA 20 12 
31-40 28 10 35 5 
41-50 2 i 0 | 
15-50 144 31 21 1s 


TABLE 2 
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C.p. Total Total No. Knee 


cases % of cases symptoms % 
0 0 10 2 20 
33 31 162 49 30 
15 53 141 41 29 
1 50 29 2 38 
49 34 342 104 30 





~ Total No. of 











femur amputations Kxamined Questionnaires 
Stump Cases Cases C.p. % Cases  Withsymptoms % 
Left 243 69 24 36 174 49 27 
Right 243 75 2 3; 168 55 32 
486 144 49 31 342 104 30 
TABLE 3 
Onset ‘of Symptoms After Amputation 
Femur stumps with "aa a — ey 
knee symptoms Total lyear 2years Syears 4dyears Syears 6 years 
e-cases 31 26 ne Ns 
q-cases 94 60 10 2 | l 


of the age class 21-40, manifest ¢. p. was 
found to be causing knee pain. In 90 cases 
out of the 3038 q-cases, knee symptoms were 
alleged, but in 6 cases it was a question of 
knee crepitation only, making 84 (27 per 
cent) cases with real symptoms. All these 
patients declared that the knees had become 
weak or stiff, or that they felt a stitch or 
pain when moving more than usually. The 
patients often complained that there was 
difficult movement when arising in the morn- 
ing or when rising from a sitting position. 
Many of the men noticed the crepitation in 
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tion year or in the year following, viz., at a 
time when the patients began using a pros- 
thesis. This fact can hardly be explained 
otherwise than that in a patient with an 
amputated femur, the overexertion of the one 
knee caused by walking with a_ prosthesis 
did, in this age group, activate a latent ¢. p. 
into a manifest one. 

Table 4 shows that manifest e. p. also 
occurs in crus amputations. Only the results 
of personally examined cases are considered, 
and here the frequeney of ¢. p. is smaller 
than that in femur amputations. ©. p. symp- 
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toms were established in only 38 cases or 14 
per cent out of 266 e-cases, belonging to 
the age group 21-40. In the questionnaires 
of the crus amputations, however, symptoms 
were alleged twice as often or about as fre- 
quently as in femur amputations. Of 606 
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of knee symptoms in the questionnaires neces- 
sitates more thorough clinical examination of 
these patients. 

Closer investigation of all the 95 e- and 
307 q-cases of crus amputations with knee 
symptoms (Table 6) shows that the symp- 


TABLE 4 
































Examined Questionnaires 

ate a, a =a ~ 

Agein Total No. Manifeste.p. Latent C.p. Total Total No. Knee 
years of cases cases % ¢.p. cases % of cases symptoms % 
15-20 20 2 10 2 4 20 48 19 39 
21-30 212 29 13 32 61 28 415 165 39 
31-40 54 9 16 12 21 38 191 92 48 
41-50 16 5 31 2 7 43 45 26 57 
51-60 4 1 25 1 2 50 9 5 55 
15-60 306 46 15 49 95 31 708 307 43 

TABLE 5 
Questionnaires 
Examined & Sa 
r mA . With symptoms 
Crus stumps ‘Total No.of cases C.p.total % Total No. of cases No.of cases % 
Left 150 48 32 349 147 42 
Right 152 43 28 345 146 42 
Both 4 4 100 14 14 100 
306 95 31 708 307 43 
TABLE 6 
Symptom Site 
were se iad 


Crus amputations 
with symptoms  C.p. total 
e-cases 95 63 
q-eases 307 256 


Inthestump On the opposite side 
No. of cases 


On both sides 


% No.of cases % No.of cases % 
66 15 16 17 18 
83 24 8 27 9 


TABLE 7 


Onset of Symptoms After Amputation 
Dn 





Crus amputations r 
with knee symptoms Total 1 year 
e-cases 46 38 
q-cases 268 210 


q-cases of this age group, symptoms were 
alleged in 257 cases, but closer examination 
of the answers showed that in 71 cases these 
consisted of crepitation only. Thus real 
symptoms occurred in only 186 men, or 30 
per cent. The comparatively high percentage 
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2 years 3 years 4 years 5 years 
4 4 ie ate 
26 14 14 4 


toms oceurred principally in the amputated 
leg (in 66 per cent of the e- and 83 per cent 
of the q-cases). Symptoms occurred on the 
opposite side only in 16 per cent of the 
e- and in 8 per cent of the q-cases, and on 
both sides in 18 per cent of the e- and in 9 
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per cent of the q-cases. In cases with both 
legs amputated, c. p. symptoms occurred in 
both knees. Knee symptoms in crus amputa- 
tions also generally set in the first or the 
second year after amputation (Table 7). 

The examined cases of crus amputation in 
which manifest ce. p. occurred comparatively 
less frequently than in femur amputations 
indicated that the prosthesis, as far as the 
strain on the joints is concerned, restored 
to a great extent the conditions present be- 
fore amputation. If this were not the case, 
knee symptoms would oceur more frequently 
(as in femur amputations) on the nonampu- 
tated side. Since, however, some cases of the 
crus amputations were affected with manifest 
¢. p., prineipally on the amputated side, this 
should be considered a result of the strain 
of the unaccustomed weight to which the 
knee of the atrophied limb is subject by 
using a prosthesis, a most obvious factor 
when both legs are amputated. 

These results give rise to the question why 
patients with amputations have not more 
frequently complained of knee symptoms and 
why such a common condition has not been 
clarified by large series of examinations. I 
have discussed this matter with the invalids. 
The affection, of intermittent character, was 
generally considered either rheumatism or 
eaused by the amputation. Most patients 
with crus amputation thus believed the affec- 
tion to be ‘‘caused by the prosthesis.’’ It is 
therefore natural that the invalids themselves 
did not consider these symptoms as an indi- 
cation of affection of the knee joint. 

Treatment. The treatment of a manifest 
ec. p. in amputated cases is conservative in 
the beginning. If, however, the symptoms 
despite such treatment continue to be severe 
and recurring, increasing the invalidity of the 
patient, operation of the patella, either 
chondrectomy or extirpation of the patella 
(Friberg *) is indicated here as in ¢. p. in 
general. In my material I have performed 
chondrectomy in six cases of crus amputation 
which, besides recurring pain, also showed 
symptoms of locking or hydrops. According 
to follow-ups one to two years after opera- 
tion, the results were satisfactory. 
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Insurance medicine. The question of lia- 
bility for damages for an established e. p. 
is probably, in my investigation, for the 
patient the most important point. It is true 
that any person may be affected with e¢. p. 
according to the ‘‘physiology of ageing,’’ 
yet my investigation shows that persons who 
previously had no symptoms and who never 
had knee trauma, were affected with manifest 
¢e. p. after amputation and in connection with 
the use of a prosthesis. It is therefore dif- 
ficult to deny the connection of the knee 
affection with the primary trauma, and to 
deny the liability for separate damages for 
this as a sequela of the trauma. 


SUMMARY 


The investigation indicates that walking 
with a prosthesis is apt to cause manifest 
e. p. In femur amputations the affection is 
probably caused by overexertion of the one 
knee. In crus amputations the affection seems 
to be rarer, probably due to the fact that in 
these cases the prosthesis is more apt to re- 
store the weight conditions prevailing before 
amputation. When a previously healthy per- 
son, after using a prosthesis, is affected with 
ec. p. inereasing his invalidity, the affection 
should be considered a sequela to the origi- 
nal trauma from the insurance medicine 
viewpoint. 


SOM MAIRE 


L’examen porte 4 croire que la marche avee 
des prosthéses est propre 4 causer la maladie 
e. p. manifeste. Chez les amputés du fémur 
la maladie doit avor son origine dans le sur- 
ménage du genou unique. On dirait que la 
maladie se rencontre plus rarement chez les 
amputés du crus provenant en premier lieu 
du fait que chez eux la prosthése restitué 
mieux les conditions de charge prévalantes 
avant l’amputation. Quand cette maladie 
qui augmente |’invalidité, est contractée en 
connexion de la marche avee des prosthése 
par un sujet antérieurement sain, elle doit 
étre considérée du point de vue |’assurance 
médicale comme une suite de la lésion initiale. 


(Continued on page 191) 
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INTRODUCTION 


N 1940 we published a study of 104 cases 
of intestinal obstruction treated at the 
Hospital for Joint Diseases.1. The total 

mortality rate in that series of cases was 44.2 
per cent, and the operative mortality was 
40.8 per cent. Eleven patients in that group 
were treated without operation with a mor- 
tality of 72.7 per cent. In studying the 
causes of these deaths we concluded that cer- 
tain revisions were necessary in our regime 
for the care of patients with intestinal ob- 
struction, particularly in the utilization of 
suction therapy and in the prevention of 
deaths from shock. In this report we present 
the results of this more modern treatment, 
by which we have succeeded in reducing the 
total mortality to 14.6 per cent in a similar 
group of cases. Of great interest to us was 
the fact that in 13 patients treated without 
operation there was only one death. 

We believe that there are two factors which 
will influence further improvement: (1) a 
basic knowledge of the physiologic alterations 
induced by intestinal obstruction, and (2) 
eareful and thorough evaluation of therapy 
with the proper selection of cases for each 
therapeutic procedure. 


PHYSIOLOGIC AND PATHOLOGIC DISTURBANCES 

Acute intestinal obstruction affects not only 
the bowel but the entire body mechanism. 
Changes in fluid and electrolyte balance may 
be severe enough to cause death, even though 
the obstructing mechanism has been relieved 
before irreversible damage to the bowel wall 
has taken place. Alteration in kidney fune- 


* From the Surgical Service of Dr. Milton Bodenheimer, 
Hospital for Joint Diseases, New York City. 
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tion may likewise take place, and frequently 
in older patients the added load on the kidney 
may be sufficient to induce complete renal 
failure. 

Excellent studies of local physiologic dis- 
turbances in the bowel as a result of acute 
mechanical obstruction have been made by 
Wangensteen,”? Sperling,*® Gatch and Culbert- 
son,‘ Kvans® and others. Depending upon 
the amount of intraluminal pressure, its dura- 
tion and the length of time during which it 
developed, a certain sequence of events will 
occur. Obstruction leads first to distention 
due to accumulation of gastro-intestinal secre- 
tions, swallowed air, diminished absorption 
of intestinal mucosa and, in early phases at 
least, increased secretion by the intestinal 
glands. All ill effects of intestinal obstrue- 
tion can be said to be directly attributable 
to this distention. Resulting from distention 
of the lumen of the bowel, pressure is exerted 
on the blood vessels traversing the layers of 
the wall. In the small intestine the blood 
vessels enter between the muscular and muco- 
sal layers and are easily compressible, while 
in the colon the vessels enter outside the mus- 
cularis and are therefore protected to a degree 
against distention. As a result of this ana- 
tomic variation, distention in the smal] in- 
testine will result in gangrene and perforation 
much earlier than in the colon. As pressure 
is exerted on the vascular network, congestion 
and dilatation of the capillaries results. This 
is followed by extravasation of blood or 
plasma, particularly the latter, into tissue 
spaces and into the lumen of the bowel. As 
pressure increases and stasis in the venous 
channels is aggravated, the arterial blood 
supply becomes diminished, and finally areas 
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of necrosis appear in the bowel wall and gross 
perforation ensues. 

The above sequence of events may occur 
very quickly if the intraluminal pressure is 
high. For example, Sperling has shown that 
a pressure of 20 cm. of water exerted over 
a period of 24 hours may cause gangrene of 
the wall, while a pressure of 10 em. of water 
will cause only petechial hemorrhages. Intra- 
luminal pressure in acute intestinal obstruc- 
tion may vary greatly and depend on many 
factors, principally the nature of the ob- 
structing mechanism, the completeness of 
obstruction and the rate of gastro-intestinal 
secretions. In this respect most observers 
agree that penetration of the bowel wall by 
infectious material does not occur until the 
continuity has been destroyed by gangrene 
despite the degree of distention. This does 
not necessarily mean that gross perforation 
must occur. Small areas of necrosis which 
may be visible only microscopically are suf- 
ficient to permit the egress of bacteria. Peri- 
toneal fluid in patients with definitely viable 
bowel will usually be sterile and may be very 
similar to blood plasma, with the exception 
that a certain amount of hemoglobin is in- 
variably present. 

In obstructions of a purely strangulating 
nature, the distention factor is of less impor- 
tance. Primary obstruction to the venous or 
arterial blood vessels in the presence of in- 
complete obstruction of the lumen of the 
bowel will also end disastrously. In venous 
obstruction the bowel becomes markedly dis- 
tended with bloody fluid and the wall of the 
bowel is infiltrated by red blood cells. The 
venous channels and capillaries are markedly 
dilated. As distention increases and dissolu- 
tion of the continuity of the bowel occurs, the 
peritoneal fluid will become grossly bloody. 
When the arterial supply is blocked, the 
bowel becomes lusterless and dark purple in 
color. Distention is slight, but some bloody 
fluid may be present. As this continues, an 
anemic necrosis of the bowel wall will take 
place. Prior to this, the peritoneal fluid will 
be slight in amount and have a hemoglobin 
content of less than 10 per cent, whereas after 
perforation the usual foul intestinal contents 
will be found in the peritoneal cavity. 
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The profound disturbance in fluid and 
electrolyte equilibrium which results from 
intestinal obstruction is attributable primarily 
to the loss of fluid into the lumen of the bowel 
and the loss of circulating blood plasma. 
Despite the absence of vomiting, fluid may be 
lost into the lumen of the bowel in large 
quantities and is therefore withdrawn from 
the circulation. In upper small bowel ob- 
struction the loss of basic ions may be marked 
and result in acidosis. Lower in the small 
bowel and in the colon, acid and base are lost 
in equal amounts. Therefore, while circulat- 
ing electrolytes are reduced in amount, there 
is no disturbance of the acid-base equilibrium. 
However, loss of electrolytes, even though in 
equilibrium, aggravates dehydration by caus- 
ing the entire fluid volume to decrease in 
response to the demands of the body for 
electrolyte equilibrium. Coller and Maddock ® 
estimate that a patient with acute intestinal 
obstruction may lose up to 6 per cent of 
body weight in fluid. This would mean that 
an adequate replacement of the fluid will 
result in administration of 5,000-6,000 ce. 
within a 24-hour period. 

The decrease in the circulating blood vol- 
ume in acute intestinal obstruction of the 
small bowel is the direct result of distention. 
This is due to loss of the plasma component 
of the blood.? It is most probable that the 
local loss of plasma into the bowel and peri- 
toneal cavity is responsible for the decreased 
total volume, at least in the early phases. 
Later, as a result of diminished blood volume 
and approaching shock-like state, generalized 
capillary permeability develops, and a greater 
loss of plasma occurs. This may occur out- 
side the peritoneal cavity and probably in 
the tissues caudad to it. The result, of course, 
is a true state of shock which is probably 
irreversible. The loss of plasma has been 
estimated to vary from about 10 to 35 or 40 
per cent of the total circulating blood volume 
and may be sufficient to cause death despite 
a viable bowel and relief of the obstructing 
mechanism. In obstruction of the colon the 
loss of plasma is very much less and does 
not enter into the clinical picture to any 


degree. 
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DIAGNOSIS 


It is not the purpose of this discussion to 
enter fully into the problems of diagnosis. 
In our previous series as in the present one 
the diagnosis of intestinal obstruction was 
usually made without difficulty. The use of 
repeated x-ray examination in doubtful cases 
is of inestimable aid. The persistent presence 
of gas in the small bowel with distention and 
fluid levels is pathognomonic of obstruction, 
inasmuch as gas ordinarily passes through 
the entire small intestine in a matter of 
seconds. Ilowever, it is important not only 
to establish a diagnosis of obstruction but to 
attempt localization of the obstruction and, 
if possible, to determine the nature of the 
obstructing mechanism. Localization may 
sometimes be made by the use of ordinary 
seout films of the abdomen. A dilated colon 
which does not show reduction in the size 
of the dilated loops after repeated enemas 
is indicative of low colonie obstruction. If, 
on the other hand, the size of the colon 
diminishes after cleansing enemas and_ the 
small bowel remains distended, the site of 
the obstruction is undoubtedly above the ileo- 
cecal region. The distribution of the dis- 
tended loops of small bowel may also aid in 
localizing the site of the obstruetion. Cautious 
use of the Miller-Abbott tube through which 
a thin mixture of barium may be instilled 
under fluoroscopic control will also help 
occasionally in localizing the obstruction. 

In general the clinical picture of intestinal 
obstruction consisting of abdominal pain, 
eramp-like and recurrent in nature, associ- 
ated with either vomiting, distention or both, 
together with suggestive x-ray films presents 
a definite clinical entity. Obstipation is not 
always present even in colonic obstruction 
and for several days after the onset of com- 
plete obstruction there may be bowel move- 
ments from below the site of the obstruction. 

In our experience blood studies were of 
little aid in diagnosis. An increased leuco- 
eyte count was found in many eases of 
strangulating obstruction, but it was not of 
itself a significant diagnostic sign. Decreased 
plasma proteins and hemoconcentration occur 
later in obstruction; these indicate an ad- 
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vanced stage and are more of prognostic 
than diagnostic significance. 


TREATMENT 

We believe that further improvement in 
the treatment of intestinal obstruction with 
concomitant decrease in mortality will be the 
result of two factors: (1) earlier operation 
and (2) eareful attention to the disturbance 
of plasma and electrolyte equilibrium.  De- 
spite greater skill in the resection of gan- 
grenous loops of intestine, the mortality in 
this type of case is extremely high as com- 
pared to the group in which simple division 
of the adhesive bands was performed. In 
our present series there were 32 operations 
in which division of a band was done. There 
was no mortality in this group, whereas re- 
section of a gangrenous loop was performed 
four times with a mortality of 25 per cent. 
Dennis and Brown * report five deaths in 18 
patients for whom resection of a gangrenous 
bowel was performed, a mortality of 27.8 per 
cent. Kurther evidence in favor of early 
operation is found in reports by MeKitt- 
rick,’ and Dennis and Brown. The former 
reports no deaths in 48° patients operated 
on within 24 hours of onset of the obstrue- 
tion, while the latter authors had a mortality 
of 7.8 per cent of patients treated in the 
first 24 hours and 20 per cent in those seen 
after 48 hours. 


SUCTION THERAPY 

With the description of a method by Wan- 
gensteen and Paine!’ in 1933 for constant 
suction siphonage through a nasal catheter, 
a new evaluation of the treatment of intes- 
tinal obstruction was undertaken by many 
clinies. The advantages of this method ap- 
peared so obvious, that many were misled 
into substituting suction therapy for opera- 
tion, rather than using it as a complement. 
In addition, the attempted differentiation of 
cases into simple and strangulating types of 
obstruction with the exclusive therapeutic use 
of suction for the former resulted in fatalities 
in many patients because of errors in diag- 
nosis. We feel that clinically it is difficult, 
if not impossible, to make this differential 
diagnosis. Dennis and Brown in an excellent 
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report on the treatment of small bowel ob- 
struction summarize the essential points of 
differential diagnosis as follows: 


SIMPLE OBSTRUCTION 


1. Crampy abdominal pain 

2. Vomiting, fecal if late 

3. More or less abdominal distention 

4, Minimal abdominal tenderness, localized 

5, Borborygmi with the peak of cramps 

6. X-ray findings on flat plate of the abdomen 


STRANGULATING OBSTRUCTION 
1. Pain usually crampy, often persisting be- 
tween cramps (often in the back) 
2. Vomiting, fecal if late 
3. Distention 
4. Tenderness usually over a considerable area 
5. Borborygmi unless the case is late enough 
for paresis of the intestine to have occurred 


X-ray findings 
7. Spasm and rebound tenderness 
8. Shock 


Inasmuch as shock occurs frequently in 
simple obstructions due to plasma loss, dif- 
ferential diagnosis would seem to rest on 
the very tenuous basis of evaluation of pres- 
ence and degree of spasm and abdominal 
tenderness. This seems to us too insecure 
a foundation upon which to support a thera- 
peutic regime. Therefore all cases of acute 
mechanical intestinal obstruction are consid- 
ered by us to be of the strangulating type 
or potentially so, and are treated essentially 
by operative means, although suction is used 
as an adjuvant. 

Siphonage suction, whether through a duo- 
denal tube or a Miller-Abbott tube, has, how- 
ever, certain definite indications. Treatment 
of adynamie or paralytic ileus should always 
be nonsurgical. This is so primarily because 
little can be aecomplished by surgery that 
cannot be done by an indwelling tube, which 
acts as an enterostomy, nonsurgical in nature. 
In this type of ileus there is no localized 
point of obstruction, and the performance 
of a surgical enterostomy accomplishes little 
more than decompressing the localized seg- 
ment of bowel. In our present series no 
patient with adynamie ileus was subjected 
to enterostomy, and there were no deaths in 
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AL. 
this group. In contrast, in our former series 
in which an enterostomy was performed in 
seven patients with paralytic ileus, there was 
a resulting fatality in six or 85 per cent. 
There is no doubt that in this group the use 
of the Miller-Abbott tube is preferable to the 
ordinary duodenal tube, inasmuch as_ it 
allows for more rapid and complete decom- 
pression. However, the difficulty of passing a 
Miller-Abbott tube through an intestinal tract 
in which peristalsis is absent is apparent. We 
have found that suction through a duodenal 
tube has been successful in most of these 
cases, provided careful attention is paid to 
the mechanics of the suction set-up. 

The group of to 
conservative or nonoperative treatment con- 
sists of wherein the small 
adherent) in or more than one 
the adjacent viscera or parietal peritoneum 
as result of recent operation or inflammatory 
Operation in these patients is haz- 


second cases amenable 


those bowel is 


one urea to 


process. 
ardous and difficult and frequently accom- 
plishes little because of the multiplicity of 
the adhesions and the matting of many loops 
of bowel. Persistent and adequate suction 
with careful replacement of fluids and elee- 
trolytes will usually suffice to carry these 
cases through to a successful conclusion, inas- 
much as the relief of the distention permits 


resolution of the inflammatory process. Fur- 
thermore, in these cases gangrene of the 


bowel rarely supervenes if decompression is 
carried out, because there is not one point 
of maximum pressure against the bowel wall 


and the obstructive process is diffuse and 
usually incomplete. 
The third indication for suction in our 


experience is as adjuvant to surgical treat- 
ment. <All patients with intestinal obstrue- 
tion are intubated upon admission with either 
the Miller-Abbott or duodenal tube. This tube 
is retained (with constant suction) until such 
time after operation when adequate peristaltic 
activity has returned. This may be somewhat 
delayed in eases of long duration because of 
paralysis of the muscular coats of the bowel 
due to prolonged and continuous distention. 
Decompression will hasten the return of mus- 
eular contractions in those patients with 
paretic bowel, even though obstruction has 
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been purely mechanical. It is of particular 
importance to continue suction drainage when 
resection of the bowel has been performed. 
In these cases, not only will there be less 
tension on the suture line, but decompression 
will hasten the disappearance of the edema 
of the bowel wall and therefore encourage 
healing at the site of the anastomosis. 

It is undoubtedly superfluous to say that 
suction therapy, even through the Miller- 
Abott tube, has no place in the management 
of acute colonic obstruction before operation. 
Karly operation is imperative in these cases 
and suction can be instituted postoperatively. 
With respect to the-optimum time for the 
withdrawal of the tube following decompres- 
sion one can do no better than to observe the 
precepts of Wangensteen. He gave the fol- 
lowing criteria of successful decompression : 
(1) decrease in severity of the colic; (2) de- 
crease in distention; (3) presence of gas in 
the colon after evacuating enema as evi- 
deneed by repeated x-ray films; (4) with- 
drawal of smaller amounts of fluid by the 
duodenal tube; (5) toleration by the patient 
of a temporary discontinuance of the suction. 
In addition we believe that the establishment 
of a positive fluid balance is of great signifi- 
cance. It is, of course, obvious that suction 
drainage should be continued until adequate 
bowel movements have been restored. 


OPERATIVE THERAPY 


The operative treatment of acute intestinal 
obstruction depends on the extent of the 
pathologie changes in the bowel wall and 
the nature of the obstructing mechanism. 
Simple release of the ring of a strangulated 
hernia or division of an adhesive band should 
result in no mortality. Development of gan- 
grene of the bowel necessitating resection adds 
tremendously to the operative risk. Modern 
methods of aseptic resection and end-to-end 
anastomosis as applied to the small bowel 
have done much to lower the mortality rate. 
The aseptic method, plus the reduction in 
operative maneuvers resulting in decreased 
operative time, and the improvement in tech- 
nie of suture anastomosis are all responsible 
for the improved results. The adoption of 
the end-to-end anastomosis has almost com- 
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pletely eliminated the necessity for exteri- 
orization procedures in the small bowel. This 
latter method has always been a very formid- 
able procedure and has presented almost in- 
superable difficulties in maintaining adequate 
nutrition. Furthermore, procedures for clos- 
ing the stoma have always involved extensive 
intra-abdominal maneuvers, which in them- 
selves carried considerable risks in these 
debilitated patients. Therefore, we believe 
that when resection of a gangrenous loop of 
small bowel is indicated, regardless of the 
level in the small intestinal tract, an aseptic 
end-to-end anastomosis should be performed. 
The use of enterostomy in the treatment of 
intestinal obstruction has diminished consid- 
erably in recent years. In our previous series 
it was performed in 19.3 per cent of the 
operative cases, whereas in our present series 
only 9.8 per cent were subjected to an 
enterostomy. The complementary use of suc- 
tion drainage through either the Miller-Abbott 
or duodenal tube has almost completely elimi- 
nated this procedure. In the cases in our 
present series in which it was performed, 
the indication was usually multiple obstrue- 
tions or inflammatory processes in which it 
was impossible completely to free the bowel. 
These patients would have been better treated 
by suction drainage rather than by opera- 
tion. Enterotomy must be performed occa- 
sionally for removal of gall stones or other 
foreign bodies causing acute intestinal ob- 
struction. The incision is made in the long 
axis of the bowel and closed transversely. 
This is usually accomplished with little dif- 
ficulty, if the incision is made either proximal 
or distal to the point of impaction of the 
foreign body, because at this point the bowel 
wall has undoubtedly been subjected to some 
degree of increased pressure and trauma and 
healing of the incision is problematical. 
Treatment of complete obstruction of the 
colon is surgical. Suction therapy is without 
benefit due to the function of the ileocecal 
valve. While the colon withstands obstruc- 
tion longer than the small bowel without 
becoming gangrenous, and the loss of plasma 
is not significant, nevertheless, early opera- 
tion is imperative because most of these pa- 
tients have a malignant disease of the bowel 
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and tolerate added debilitating conditions 
poorly. The operation of choice for imme- 
diate treatment of colonic obstruction is 
either cecostomy or transverse colon colos- 
tomy if the lesion is in the left half of the 
colon, as it usually is. Simple purse-string 
cecostomy with insertion of a mushroom 
catheter is technically easy and can be done 
through a McBurney incision. This procedure 
overcomes the obstruction and deflates the 
bowel preparatory to further operative pro- 
cedures, but it does not provide a completely 
clean colon since most of the stool will by-pass 
the cecostomy. Transverse colon colostomy 
is therefore preferable, when feasible. The 
operation can be performed easily through 
a small right upper transverse incision. <A 
loop of the transverse colon is drawn up upon 
the abdomen and a glass or metal rod passed 
through the mesentery at the edge of the 
bowel in an avascular area. The two limbs 
are not sutured. After closure of the abdomi- 
nal wall the antimesenteric border of the 
bowel may be incised immediately or in 24 
hours .and a tube inserted. This gives better 
and quicker decompression than the cecostomy 
and in addition provides a completely de- 
functionalized distal colon, so that subsequent 
aseptic resection and end-to-end anastomosis 
may be done in a relatively clean field. In 
presence of a hugely distended colon this 
procedure is not always practical because 
manipulation may cause perforation of the 
bowel. However, decompression may be 
accomplished preliminary to the colostomy by 
inserting a trochar cannula through a pre- 
viously placed seromuseular purse-string 
suture at the antimesenteric border of the 
loop to be exteriorized. After decompression 
the trochar is withdrawn slowly as the suture 
is tied, and the procedure is carried out as 
above. 

The surgical treatment of 
intussusception is obviously either reduction 
or resection and the same principles are 
applied. It should be emphasized that decom- 
pression with a trochar as deseribed for the 
colon is applicable to the small bowel and 
should be performed in the presence of great 
distention, if it appears that manipulation 
may cause perforation. After decompressing 


volvulus or 
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the bowel by this method, it is amazing to see 
with what ease further procedures may be 
accomplished. 


GENERAL THERAPY 


The importance of the alteration in the 
fluid and electrolyte balance has been stressed 
previously. Proper management of these de- 
ficiencies may be the deciding factor in the 
life of the patient. Large amounts of fluid 
are necessary——a rough estimate being about 
5-6 per cent of body weight. Since most of 
the fluid lost is intestinal content which is 
practically isotonic, this deficiency can largely 
be replaced by normal salt solution. However, 
to be guided properly in the replacement 
therapy, repeated determination of the blood 
chlorides should be done. Then, by applying 
the rule of Coller and Maddock, namely, that 
for each 100 mgm. that the plasma chloride 
level is below normal administer 0.5 Gm. of 
salt per Ke. of body weight, it is possible 
to restore the salt deficiency correctly. It 
should be emphasized that in the presence of 
marked plasma depletion, as occurs in intesti- 
nal obstruction, administration of large 
amounts of salt may cause sudden onset of 
edema, both pulmonary and general, as a 
sequela of hypoproteinemia. We prefer there- 
fore to administer less than the caleulated 
salt requirement by about 5 to 10 Gm. This 
can be replaced more slowly in the post- 
operative period after the plasma volume has 
been restored. In the calculation of the total 
fluid volume to be administered, we should 
consider that the patient with advanced small 
bowel obstruction has lost at least 20-25 per 
cent of the total blood volume due to plasma 
loss. This must be replaced before large 
amounts of saline are administered in order 
to hold the fluid in the vascular bed. <As in 
all patients with shock, administration of 
large amounts of fluid (not plasma) when 
the blood volume has been very much de- 
pleted results in further depletion of the 
blood volume through the markedly per- 
meable capillaries. This means that if a 
caleulated amount of 4 1. of fluid is necessary 
to restore the fluid balance in a given patient 
with intestinal obstruction, at least 25 per 
cent of this or 1 1. should be given as plasma 
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and should be administered first. This is 
particularly important when immediate oper- 
ation is contemplated in order to carry the 
patient through the strain of the operation. 

in the postoperative period, immediately 
as well as later, one must watch with great 
care the nutritional status of these patients. 
Some are already debilitated as a result of 
long-standing disease and are suffering from 
marked protein and vitamin depletion. Others 
have sustained extensive losses in a_ short 
period, but are nevertheless subject to the 
complications resulting from hypoproteinemia 
and avitaminosis. Adequate nutrition con- 
sists of a carefully supervised intake provid- 
ing sufficient calories for energy, protein for 
wound healing and to restore depleted re- 
serves and vitamins, particularly vitamins C 
and B,, the former for wound healing and 
the latter for its beneficial effect on carbo- 
hydrate metabolism. It is not always possible 
to utilize the oral route, although this is 
preferable; when not feasible, fairly adequate 
intake can be established by the intravenous 
route. With careful attention to fluid and 
salt balance, glucose can be given with all 
solutions in concentrations up to 10 per cent. 
Protein, of course, is supplied by plasma but 
ean also be satisfactorily supplied by amino 
acid or protein hydrolysate mixture of which 
there are several available now. In our ex- 
perience these have been very adequate to 
maintain positive nitrogen balance. Vitamin 
C is always given in large doses—200-300 
mem. daily—in order to provide for previous 
depletion. 

MORTALITY 

As stated previously, total mortality for 
this group was 14.6 per cent; for cases in- 
volving the small intestine 14.3 per cent and 
for those involving the large bowel 15.8 per 
cent. The mortality in the group of patients 
subjected to operation was 15.8 per cent, 
while in that group treated conservatively it 
was 7.1 per cent. There were 14 deaths in 
the entire series; one in a group of 14 eases 
treated conservatively and 13 in a group of 
82 patients treated by operation. 

An analysis of the operative cases shows 
that with one exception the operative mor- 
tality was less for each type of procedure 
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than in our previous series. This exception 
was in a group of cases of strangulated 
hernias in which the mortality was approxi- 
mately double. However, three of the four 
deaths in this group occurred in patients in 
whom the intestine had been completely 
strangulated for five days or longer. There 
was a sharp drop in the mortality rate for 
resection of gangrenous intestine. This is 
due primarily to aseptic methods of anasto- 
mosis and better utilization of our knowledge 
of fluid balance. The results following en- 
terostomy likewise show a marked improve- 
ment due to the fact that this procedure was 
not used in any patient with paralytic ileus, 
whereas in our previous group that was the 
most common indication for enterostomy. 
Undoubtedly some of the improvement in 
operative results can be attributed to the 
recent use of penicillin and to the more fre- 
quent use and better understanding of the 
indications of the sulfonamide drugs. 

It is of great interest to study the results 
in patients treated by conservative suction 
therapy without operation. In our former 
eroup there was a mortality of 72.7 per cent 
or 8 deaths in 11 cases, whereas in our present 
series this was reduced to 7.1 per cent or 1] 
death in 14 patients. The marked improve- 
ment is attributable primarily to the under- 
standing of the indications for and against 
suction therapy. Formerly many patients 
were treated by suction too long, until irre- 
versible changes in the bowel wall had taken 
place. This was due largely to our failure 
to make the correct differential diagnosis be- 
tween simple and strangulating obstructions 
and our failure to recognize in many cases 
of so-called simple obstruction the onset of 
strangulation. This is in addition to the 
many patients in whom suction therapy was 
indicated as the sole therapeutic agent, and 
who were subjected to enterostomy with the 
ensuing high mortality rate. We have en- 
deavored to reverse this situation completely 
in several ways. First, we no longer attempt 
a differential diagnosis between simple and 
strangulating obstruction but prefer to op- 
erate immediately upon all patients with 
acute mechanical obstruction. Second, con- 
servative treatment is carried out in cases 
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carefully selected by reserving this treatment 
for patients with paralytic ileus, multiple in- 
flammatory adhesions and early postoperative 
obstructions, probably inflammatory in na- 
ture. It is obvious that the use of a therapy 
not indicated can only increase the number 
of failures. Continuous duodenal suction is 
a two-edged sword. It is of greatest value 
when properly used, but when inadvisably 
used it will increase the mortality in intes- 
tinal obstruction. 

It is sometimes valuable to study the indi- 
vidual mortalities because the lessons learned 
may improve results in general. There were 
14 deaths in this entire series, eight of these 
undoubtedly due to peritonitis, one to pneu- 
monia, four to shock and one, possibly, to late 
Some of these deaths should 

While some pa- 
irreversible shock 


surgical shock. 
be considered preventable. 
tients are in a state of 
at admission, this does not usually contribute 
to postoperative deaths, because these patients 
are as a rule not submitted to surgery. There- 
fore one must conelude that adequate replace- 
ment of fluid and plasma in preoperative, 
operative and postoperative stages was not 
made in those who died of shock after opera- 
tion. In several of those who died of  peri- 
tonitis, this condition was found at operation 
and did not respond to the treatment insti- 
tuted; these were, of course, unavoidable 
deaths. In addition, three patients succumb- 
ing to peritonitis were subjected to enteros- 
tomy as well as division of adhesive bands. 
We feel that in general this procedure car- 
ries a high mortality and is often unneces- 
sary. The simple release of adhesive bands 
or herniations together with adequate and 
carefully supervised postoperative suction 
drainage through a Miller-Abbott tube, if 
possible, should accomplish more than an 
enterostomy without the dangers. We are 
endeavoring to eliminate enterostomy as a 
definitive treatment so far as possible today, 
reserving it only for immediate decompression 
at operation, followed by immediate closing 
of the opening into the bowel. 

In agreement with other authors, we have 
found that delay in instituting treatment in- 
creases the mortality considerably. Eight of 
the 14 patients who died had had symptoms 
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for five days or longer before operation. In 
our former series we also found that the 
mortality rate rose progressively with the 
length of time of illness before operation. 

A word must be said about the use of peni- 
cillin and sulfonamides. While we no longer 
use large amounts of sulfonamides intra- 
peritoneally, we feel that there is at times 
an indication for doses up to 5 Gm. followed 
by judicious parenteral administration. On 
several occasions we observed toxie hepatitis 
caused by intraperitoneal installation of large 
amounts (10-12 Gm.) of a sulfonamide. It 
is probable, too, that penicillin locally may 
have the same effect on peritonitis although 
this has not been definitely established. How- 
ever, the general use of penicillin will un- 
doubtedly help in lowering the mortality due 
to infections of the peritoneum as well as in 
the lunes. 

TABLE 1 
CLASSIFICATION OF CASES 
SMALL INTESTINE 


Number of Cases 


Etiology Lived Died Total Mortality 
Adhesive band 30 4 34 11.8% 
Strangulated hernia 23 4 27 14.4% 
Paralytie ileus 9 0 9 0.0% 
Gall stones 2 ] 3 33.3% 
Internal hernia ] l 2 50.0% 
Mesenterie thrombosis 0 ] ] 100.0% 
Careinoma ] 0 1 0.0% 
OBA ay sto siescicnancte Pheer 66 11 77 14.3% 

COLON 
Carcinoma 9 3° 32 25.0% 
Adhesive band 3 0 3 0.0% 
Volvulus 2 0 2 0.0% 
Stricture 1 0 1 0.0% 
Strangulated hernia 1 0 1 0.0% 
| NC) (| Aone cae 16 a. 6S 15.8% 
"POtAl CASES 666 6c 058s 82 14 96 14.6% 

TABLE 2 

TREATMENT 

Lived Died Total Mortality 
Operative 69 13 82 15.8% 
Nonoperative 13 1 14 7.1% 
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TABLE 3 
OPERATION FOR RELIEF OF INTESTINAL OBSTRUCTION 


Present Series Previous Series 














Nature of Operation Lived Died Total Mortality Lived Died Total Mortality 
Division of adhesive band 26 0 26 0% 10 2 12 16.6% 
Division of strangulated ring 24 4 28 14.3% 27 2 29 6.9% 
Resection of gangrenous bowel 3 a. 4 25.0% if 4 D 80.0% 
Exteriorization of gangrenous bowel 0 0 0 0% 1 ] 2 50.0% 
Closure of perforation and entero- 

anastomosis 0 0 0 0% ] 3 4 75.0% 
Enterostomy 5 S 8 37.0% 3 15 18 83.3% 
Cecostomy 7 4 1] 36.5% 5 6 11 55.5% 
Colostomy 2 0 2 0% 3 Lt 4 25.0% 
Reduction of eventrated bowel 0 0 0 O% ] 1 2 50.0% 
Reduction of volvulus or intussusception 0 0 0 0% 2 24 4 50.0% 
Knterotomy for gall stones 2 i 3 33.3% 0 0 Q) 0% 
Drainage of peritoneal cavity 0 0 0 0% l ] 2 50.0% 
Total 69 13 , 82 15.8% 55 B8tC«OB« OB 

TABLE 4 
DEATHS 
Location and Operation or 
Patient Clinical Course Etiology Treatment Cause of Death 
S. F. 93935 Hysterectomy ; Small bowel Miller-Abbott Peritonitis 6 days 
¥}—34 onset of symp- early adhesive tube postoperative 
toms 3 days band 
postoperative 
I. S. 107098 Obstructed for Carcinoma of Cecostomy Pneumonia 10 days 
M—56 3 days sigmoid postoperative 
P. G. 94880 Oophorectomy ; Small bowel Enterostomy Peritonitis 3 days 
F—23 onset of obstruc- adhesive band 5 days post- postenterostomy 
tion 4 days post- operative 
operative 
R. Y. 110351 Observed several Small bowel Release, Peritonitis 2 days 
M—51 days in hospital; adhesive band cecostomy postoperative 


G. M. 109374 
F—72 


M. M. 87730 
M—64 


J. 8. 86371 
F—49 


2 days with 


Miller-Abbott tube 


1 day history 


2 day history, 
1 day in hospi- 
tal, Miller- 
Abbott tube 


Hysteropexy; 
obstructive signs 
1 day postoper- 
ative, Miller- 
Abbott tube 


Ileum—gall 
stone 


Paraduodenal 
hernia—fossa 
of Treitz 


Ileum adhesions 
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Enterolithotomy 
1 day after 


admission 


Ileostomy 
1 day after 
admission 


Ileostomy 4 days 
postoperative 


N P N 50 mgm.%, 
uremia; post- 
operative shock ; 
2 days postopera- 
tive peritcnitis(?) 


Pulmonary embolism 
or shock 1 day 
postoperative 


Peritonitis, died 
6 days post- 
operative 





Operation or 
Treatment 
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Cecostomy day of 
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TABLE 4 (Continued) 
Location and 
Patient Clinical Course Etiology 
W. G. 72255 7 days obstructed, Carcinoma of 
M—73 moribund sigmoid 


M. L. 69862 
M—73 


M. P. 91778 


3 day history 


1 week history 


Carcinoma of 
sigmoid and 
hepatic flexure 


Mesenteric 


admission 


Cecostomy 


Resection of 


Perforation of colon 
at time of opera- 
tion, died 4 days 
later 


Peritonitis at time 
of operation, died 
2 days later 


Shock, died 6 hours 





F—40 thrombosis jejunum later 
M. G. 110820 24 hour history Strangulated Release Bowel dark and ves- 
M—50 femoral hernia- sels thrombosed at 


ileum 


~ 


D. C. 88130 
F—48 


} day history 
ileum 


oC 
So 


E. B. 108005 
M—67 


} day history 
treated in hos- 
pital with 
Miller- Abbott 
tube for 2 days 


en ma 


day history 


on 


J. B. 80385 


Femoral hernia- 


Right inguinal 
hernia reduced 


sse 


Strangulated 


operation, died 3 
days later 


Died 3 days post- 
operative—bowel 
covered with 
exudate 


Observed in hos- 
pital 2 days, 
release 


Died 6 hours post- 
operative— 


shock (?) 


Release 


Resection of 5 days post- 


F—62 right femoral ileum for operative— 
hernia gangrenous per- peritonitis 
forated bowel 
SUMMARY us only in patients with paralytic ileus or 
A series of 98 cases of acute intestinal obstructions due to acute inflammatory states 


obstruction has been studied and the results 
compared to a similar series reported six 
years ago. Marked improvement in the end 
results has been achieved, resulting in a mor- 
tality rate of 14.6 per cent as compared to 
44.2 per cent for the period ending January, 
1938. We attribute our better results to a 
fuller comprehension of the basie physio- 
logic disturbances resulting from acute intes- 
tinal obstruction, both locally in the bowel 
and in the systemie circulation. As a conse- 
quence of this study, we no longer attempt 
differential diagnosis between simple and 
strangulating types of obstruction and prefer 
to operate on all cases of mechanical obstruc- 
tion as early as possible. A re-evaluation of 
continuous duodenal suction as sole means 
of therapy was done, and it is now used by 
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or early postoperative adhesions. Further 
improvements have also been made in the 
surgical approach to intestinal obstruction. 
Enterostomy is now rarely used, and never 
in treatment of paralytic ileus. Aseptic end- 
to-end intestinal anastomosis of the small 
bowel has superseded other methods of re- 
section of gangrenous loops, and transverse 
colon colostomy is largely substituting for 
cecostomy in the treatment of left colon 
obstruction. 

The more intelligent restoration of depleted 
fluids and electrolytes with particular atten- 
tion to correcting severe plasma loss in small 
bowel obstruction, has contributed largely to 
the better results. Large amounts of plasma 
are administered and salt is given only as 
indicated to replace lost electrolytes. Over- 
administration of saline is carefully avoided. 
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INTESTINAI 
In the postoperative period the nutritional 
status of the patient is watched and treated 
by diet, vitamins and where indicated by 
parenteral amino acid preparations. The 
availability and judicious use of sulfonamides 
and penicillin have immeasurably aided the 
surgeon. 

SOM MAIRE 


Une série de 98 cas d’obstructions intesti- 
nale aigues sont ¢tudiés et les résultats com- 
paraient avee une série semblable rapportée 
il ya six ans. Une grande amélioration dans 
les résultats obtenus fut achevée. Il n’y eut 
qu'une mortalité de 14.6 pour cent comparée 
& une mortalité de 44.2. pour cent dans la 
série de la période terminant en Janvier, 
1938. On attribue les meilleurs résultats a 
une compréhension des ¢tats qui entrainer 
obstruction intestinale que ces états soient 
locaux ou qu7ils dépendent de troubles des 
systeme circulatoire. Nous opérons tous les 
cas d’obstruction mécanique aussit6t que pos- 
sible. Une révaluation de la suction duo- 
dénale comme seul moyen de traitement fut 
accomplie. Il en résulte que nous |’employons 
seulement dans les cas d’iléus paralytique ou 
d’obstruction due a un ¢tat inflammatoire 
aigu ou résultant d’adhésions post-opératoires 
réeentes. On emploie de nos jours rarement 
’entérostomie et jamais dans liléus para- 
lytique. L’anastomose bout-a-bout aseptique 
de Vintestin gréle a = remplacé d’autres 
methodes de résection d’anses gangréneuses. 
On a beaucoup remplacé la caecostomie par 
la cdlostomie du cdlon transverse dans le 
traitement de |’obstruction du célon descend- 
ant. L’emploi plus intelligent du plasma a 
contribué a l’obtention de meilleurs résultats. 
L’emploi du sérum artificiel remplace la perte 
d’électrolytes. Dans la période post-opéra- 
toire |’alimentation du malade doit étre 
soignée. L’emploi de vitamines et l’emploi 
parenteral des préparations amino-acides et 
l’emploi judicieux des sulfommides et de la 
penicellen sont indiqués. 


Cpon 


AHaJIH3HpOBaHa cepuHsA 98 cay4aeB KH- 
INC4UHOH OOCTPYKUMH UM Pe3yAbTAaTbI cpaB- 
HeHbI C NOOG6HOK cepHel, 2070%#*xeHHOM 


1 OBSTRUCTION 


184 


MAR.-APR. 
1947 


ecTbh JeT Ha3ayX. JlocrTurHyTo 3aMeyaTeJb- 
HOe YJV4IeHHe KOHCYHbDIX pe3yJbTaTOB, 
MIPOWeHTHOCTh CMepTHOCTH Oyy4H MOHH- 
wena c 44,2% no 14,6%. Itu ayuuine pe- 
3VIbTAaTbI MPHMMCaHb! GOWee MOJHOMY T10- 
HHMaHH!}O = OCHOBHDIX (H3HOJOrHYeCKHX 
paccTpoOlcTB, MNOHYHHEHHBIX OCTpOH KH- 
mle4YHOH OOCTPyKUHel, KaK MeCTHO B KH- 
INC4YHMKe, TAK H B OOULeEH WAPKy.IAWHH. B 
pesyibTaTe ITOTO H3YYeHHA MBI He IIbITa- 
eMCH AH(pepeHUMPOBAaATh MexK Ay MpocTon u 
VULeMJeCHHOH OOcCTpyKUHeH HW MpesNounta- 
€M ONe€PHpOBaTb BCe WIV4aW MeXaHHyecKOH 
OOCTPYKUHH BO3MOXHO paHbille. bbluia 
clewaHa mepeoweHka MpOOJOKATebHOTO 
AVOAeHaIbHOrO BbICaCbIBAHHA, Kak @CJHH- 
CTBeEHHOH TepalleBTH4ecKOH MepOH, UH OHO 
Tenepb MPHMeHHeTCH TOJbKO MapaJMTHyYe- 
CKOH OOCTPYKUMH, OCTPOM BOCTIIaJMTeJb- 
HOM CTaxKe HIM PaHHHXx NOCeoMepallHOHu- 
HDIX Crlaek. Takaxe ObLIM CiedaHb! Apyrve 
VIVUWeHHS! B XHPyprvyuecKOM MOAXOe K 
KHWe4YHOK OOcTpyKuHH. Entepocromus 
IPHMeHHAeTCA peKO MH HHKOrAa Ip KH- 
WIe4HOM NapamMue. AcenTHuecKHi KOHeL- 
K-KOHUY KHUIeC4HbIM aHacTaMo3 lpeAMoun- 
TaeTCH APYrHM MeTOJaM pe3seKIUHH FaHrpe- 
HO3HBIX NeTueH, A KOJOCTOMHA momepeu- 
HOH OOMbUIOH KHUIKH 3aMeHHAeT, OOMbuUeli 
YaCTblO, WeKOCTOMHWO TIpH weyeHHH OO- 
CTPYKUHH JeEBOM OOUbUIOH KHUIKH. 

bowee MpaBHIbHOe BOCCTAHOBJeHHe T0- 
Te@PAHHbIX AUAKOCTeH HW 3IeCTPOJIMTOB, 
oOpalulan OCOGOeHHOe BHHMAHHe Ha BO3MC- 
ILeHHA MOTepH Wia3Mbl mph OOcTpyKUHU 
TOHKOH KHUIKH, COXeCHCTBOBAIO JOCTHXK'?- 
H410 JVYWIAX pesyJbTaToB. JlarwTcA 6oOuIb- 
UIHe KOJIM4eCTBAa Ia3MbI, HO COJIb TOJIbKO 
NOCTOJbKO, MOCKOJIbKO HeEOOXOAHMO BO3- 
Me€CTHTb MOTEPAHHbIe WICKTPOJHTHI, H36e- 
rad Yepe3MepHble O3bI CaJIMHOB. 

B mocweonepawHOHHOM IepHose OcTo- 
POXKHO HaOJWAaeTCH MUTATebHOe COCTO- 
AHHe OOJbHOrO MH MPHMeHAIOTCA AHeTA, BH- 
TaMHHbI HW, re MOKa3aHO, AMHHOKUCIOT- 
Hble Mpenapatpl. JlocrynHOCcTb UW 3paBo- 
MBICJIAULee TIPHMeHeEHHE Cy b()OHAMHOB U 
WCHHAWHIIAHA OUeHb MOMOTVJO. 
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Recent Advances in the Treatment of Thyrotoxicosis 
with Special Reference to Thiouracil* 
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HISTORY 

KCENT advances in treatment of thyro- 
toxicosis can best be appraised against 

the background of its modern history. 

Most of the older Kellows of the College have 
lived through this era and are familiar by 
personal experience with what has transpired. 
The present epoch of treatment of toxic 
goiter began when Plummer, in 1923! an- 
nounced that, contrary to current opinion, 
the toxicity of hyperthyroidism could be con- 
trolled by use of iodine. Although Plummer’s 
work was epoch-making, it was not an original 
discovery. As is well known, Trousseau,? the 
great French clinician, in 1860 reported im- 
provement in a hyperthyroid patient who had 
been given iodine accidentally in place of 


tincture of digitalis. But because of the 
theory that iodine would cause hyperthy- 


roidism when administered over a prolonged 
period: in nontoxie goiter, the medical pro- 
fession did not accept the idea that it might 
cure toxie goiter. Thus there was a lapse of 
more than 60 years (1860-1923) before this 
therapeutic boon to hyperthyroid patients 
was made generally available. However, 
there is no doubt that although orthodox 
medicine failed to sanction the use of iodine 
for treatment of hyperthyroidism, independ- 
ent practitioners here and there, without both- 
ering about rationale, employed the agent 
during this interval. An example may be 
cited : 

In 1919, M. M., a 38 year old housewife, mother 
of three children aged 5-13, was seen at her home. 
She presented the typical picture of primary 
hyperthyroidism, with pronounced ocular signs 
and extreme nervousness. After reviewing the case 


*Read at the Fifth International Assembly of t'e 
— College of Surgeons, March 26, 1946, Lima, 
-eru. 

+ From the Department of Surgery and the Thyroid 
Service, Provident Hospital. 
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I recommended hospitalization and operation. — I 
was not called again. Some three weeks later a 
member of the family stated that the patient had 
been treated by a local physician, who was giving 
her iodine, and that she was remarkably improved. 
I had occasion later to confirm these facts. She 
passed from observation, but the physician in 
question, who was of the old school and not con- 
sidered abreast of the times, informed me_ that 
he gave iodine to many of his patients with exoph- 
thalmie goiter and that they seemed to get better. 

This of course was before Plummer announced 
the iodine treatment of hyperthyroidism, Follow- 
ing the teaching of the day, I failed to grasp the 
significance of this observation and considered it 
one of those exceptional things in medicine. 


Marine, in 1912* advised that small doses 
of iodine might be of benefit in exophthalmie 
goiter, but his suggestion made no impression 
on the medical public. Of interest also in 
this connection is the following statement, 
made in 19204 by a leading exponent of the 
‘‘nonsurgical’’ treatment of exophthalmic 
goiter: ‘‘Most patients are made worse by 
iodine in any form, yet in the experience of 
many able clinicians iodine has yielded bril- 
liant results in Graves’ disease, and two of 
my own eases attest the virtues of this treat- 
ment in isolated instances.’’ This equivocal 
expression likewise passed unnoticed. Plum- 
mer’s publication, issuing from the Mayo 
clinie and based on controlled clinieal in- 
vestigation, took hold immediately. 

In the two decades preceding Plummer’s 
announcement, the definitive treatment of 
hyperthyroidism was surgical, in spite of the 
high operative mortality. At the turn of the 
century, rates of 15-25 per cent were not 
unknown even in the practice of highly skilled 
surgeons. 

The dangers of operation for toxie goiter 
naturally stimulated a search for treatment 
by drugs and other nonsurgical means. There 
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were numerous suggestions and _ trials, 


which some were fantastic and most were 
futile. The whole list of the so-called glan- 
dular extracts, which includes thyroid and 


suprarenalin, were, at one time or another, 
recommended by men considered authorities. 
The use of these substances was in the realm 
of the fantastic. Vaccines and serums, based 
on the idea of an infectious origin of toxic 
goiter, proved futile. Thyroidin (serum from 
thyroidectomized sheep), and thyroidectin 
(dried milk of thyroidectomized goats), hav- 
ing a specious theoretical rationale, were 
taken seriously even by thoughtful practi- 
tioners during the second decade of the 
present century. Their fate is well known. 
The drug quinine hydrobromide enjoyed the 
sponsorship of Forchheimer ° whose ‘‘ System 
of Therapeuties,’’ edited by the noted Frank 
Billings, occupied a position of authority on 
the North American Continent for many 
years. The ‘‘Forchheimer treatment,’’ after 
a brief popularity, passed into oblivion. 

Arsenic, iron and even iodides were recom- 
mended as being specific or at least semispe- 
cific. K. Alt (cited by Bram‘) advocated 
a regimen of ‘‘dechlorination,’’ accomplished 
by restricting the intake of sodium chloride 
(4 Gm. or less in 24 hours) and of fluids, 
the latter being confined to carbonated waters. 
Even digitalis was employed without refer- 
ence to cardiac decompensation, largely be- 
cause of its influence in slowing the pulse, an 
example of irrational symptomatic treatment. 
Sedative drugs naturally played a prominent 
part in the early medicinal treatment of toxic 
goiter. Bromides, hyoscine, scopolamine and 
the earlier barbiturates (veronal, sulfonal and 
trional) were part of the treatment in every 
case. Many were the ‘‘shotgun’’ preserip- 
tions seriously ordered. 

Local treatment of the gland by inunctions 
of mercury and iodide was popular at one 
stage. Ichthyol was said by Bram‘ to have 
given brilliant service. The use of the ice cap 
is an early method that has survived. Sand 
bags, adhesive plaster and collodion applied 
locally were reported effective in reducing 
the size and activity of the gland. Injections 
of various substances into the parenchyma 
of the gland may be mentioned. Porter in 
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1919° reported good results from the injee- 
tion of hot water. I know of one death which 
occurred shortly after this procedure. Solu- 
tions of urea and quinine hydrochloride were 
used similarly with indifferent results. Elec- 
trotherapy in the form of galvanism ante- 
dated x-ray and radium therapy. The last 
two possessed some efficacy, even though the 
methods of application in those days were 
relatively crude. Psychotherapy was formally 
applied as a part of the management of hyper- 
thyroidism as far back as the turn of the 
century. Without reference to freudianism, 
the influence of the sex life in development 
of thyroid toxicity was stressed. 

In the meantime, surgical technic and sur- 
gical judgment were improving.  Skilful, 
rapid operations and better timing materially 
reduced the operative mortality and increased 
the percentage of operative relief. Surgeons 
learned that a thyroid operation was never 
to be done as an emergency measure, and 
the importance of a period of rest and a high 
calorie diet preliminary to surgical interven- 
tion came to be appreciated. As a result of 
this greater safety of operation and the spee- 
tacular benefits which followed the extirpa- 
tion of portions of the gland, surgical treat- 
ment attained a comparatively high degree 
of popularity. In a few large clinies thyroid- 
ectomies for a while outnumbered any other 
type of operation. 

The administration of iodine preoperatively, 
which quickly became routine following Plum- 
mer’s report, increased the safety of surgical 
intervention. In addition, frequent use was 
made of divided operations in an effort further 
to decrease the hazards. 

In the past 20 years countless lives have 
undoubtedly been saved through the use of 
iodine. Yet in the few years immediately 
following its reintroduction, the iodine regi- 
men was not an unmixed blessing. On the 
surgical side, the fact that more and more 
surgeons had the temerity to take up thyroid 
surgery led to a great increase in the num- 
ber of operations. This was follwed by a 
paradoxie upsurge in operative mortality. On 
the medical side, the dramatic response to the 
use of iodine in patients with toxic goiter 
added to the well known prophylactic value 
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of iodine in nontoxic goiter, led to the 


erroneous belief that the whole thyroid prob- 
lem was medical and could be solved by the 
use of this drug. There followed a period of 
gross abuse of iodine, which was in reality a 
setback to progress. 

FOR THYROTOXICOSIS 


PRESENT REGIMEN 


Gradually, out of the welter of experiences 
there crystallized the present regimen for the 
treatment of thyrotoxicosis. 

1. Rest. It is generally recognized that the 
hyperthyroid patient should have rest, mental 
and physical, prescribed with judgment. Few 
need intensive rest in the Weir-Mitchell sense. 
The late George W. Crile, Sr., believed that 
if a patient with toxie goiter could go into 
a state of hibernation for a period, he would 
emerge cured. The disadvantages of com- 
plete bed rest up to the time of operation 
have been duly stressed by many recent 
writers.” Kor treatment of restlessness, the 
barbiturates, phenobarbital, amytal and nem- 
butal, have displaced the bromides. Seda- 
tives may easily be abused, and the tendency 
to untoward reactions from the barbiturates 
is too often disregarded. Bed rest in treating 
thyrocardiaes with decompensation is of 
course a separate subject. 

2. Diet. The role of undernutrition in thy- 
rotoxicosis is obvious, yet only in late years 
has experimental medicine put the subject on 
a scientific basis. Accurate observations * on 
the requirements of hyperthyroid patients 
indicate that in the performance of a given 
task they require approximately 40 per cent 
more energy than normal persons. The calorie 
requirements are met predominantly by in- 
gestion of large quantities of carbohydrates, 
so that both the protein and the fat intake 
may be kept low, since an excess of either 
in the diet is objectionable. 

Because there is usually a pronounced loss 
of calcium in toxie goiter, an increased intake 
of foods containing this element is essential. 
The special requirement of thiamine chloride 
for the proper nutrition of thyrotoxic pa- 
tients has been shown by Means.’ Drill and 
Overman '° demonstrated the necessity of an 
increased intake of pantothenic acid and 
pyroxidine in experimental hyperthyroidism. 
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The need for ample replenishments of vita- 
min C in prospective surgical cases in which 
the element of lowered nutrition enters, as 
in thyroid toxicosis, is obvious, but cannot be 
overstressed. 

3. Use of Iodine. The earlier idea of ‘‘Jod 
Basedowsche Krankheit’’ appears to be obso- 
lete, at least in North America. A corollary 
is the facet that iodine judiciously adminis- 
tered to hyperthyroid patients for prolonged 
periods may be beneficial. Thompson and his 
associates '' have shown that the arbitrary 
period of 10-12 days’ preparation was often 
too short, and that the administration of 
iodine over longer periods not only was with- 
out ill effect but actually brought additional 
improvement. 

OF THYROTOXICOSIS 


SURGICAL TREATMENT 


There is general agreement that in spite 
of apparent cures by every known treatment 
or by no treatment (for spontaneous cures 
have been reported), surgical operation offers 
the best chance for a definitive cure of thyro- 
toxicosis. Remissions of long duration have 
followed such surgical procedures as Jabou- 
lay’s section of the cervical sympathetic 
nerve, the ligation of one or more thyroid 
arteries and the removal of a part of a lobe. 
On the other hand, complete thyroidectomy 
has in a few rare but well authenticated in- 
stances failed to accomplish a cure. Phemister 
and Delaney '* reported a case in which x-ray 
therapy and repeated operation failed to con- 
trol the thyrotoxicosis. Notwithstanding these 
exceptional observations, it is my belief, based 
on personal follow-up of patients for as long 
as 25 years, that maximal subtotal thyroid- 
ectomy is the operation most apt to result in 
eure. If the regimen discussed is followed and 
the surgeon has average ability, the mortality 
should be well within 5 per cent. Large series 
of cases in which the operative death rate 
was less than 1 per cent have been reported. 
The rate of recurrence should not be greater 
than 15 per cent, the other 85 per cent of 
eases representing complete or nearly com- 
plete cures. With increasing experience and 
the addition of thiouracil to the preoperative 
schedule, these figures should be improved. 
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THIOURACIL 


Elaborate discussion of thiouracil is not 
necessary at this time in view of the large 
number of clinical reports concerning it in 
the recent literature. 

Thiouracil is the most active and the least 
toxic of a series of compounds which prevent 
the formation of the thyroid hormone. The 
high basal metabolic rate characteristic of 
hyperthyroidism falls to normal, with result- 
in practically all of the 
symptoms except exophthalmos and thy- 
roid enlargement. The mode of action of 
the drue has been extensively discussed by 


ing improvement 


Astwood,'* ?" MacKenzie and MacKenzie,'* 
Baumann, Metzger and Marine,'® Rawson 
and assdciates,'? *! Williams and = Clute,” 
Bartels “24 and others. It is sufficient to 
state that while the mechanism by which 


thiouracil inhibits the formation of the thy- 
roid hormone is not fully understood, experi- 
mental evidence justifies the belief that the 
action occurs within the gland. In thiouracil- 
treated animals the thyroid gland responds 
to the stimulus of the pituitary thyrotropic 
hormone by hyperplasia, but no new thy- 
roid hormone formed as under normal 
conditions. 

The use of thiouracil was begun on the 
Thyroid Service in September 1944. From 
the beginning we were impressed with the 
possibilities of toxie action of thiouracil. Con- 
sequently our dosage was conservative, no 
patient receiving more than one 0.2) Gm. 
tablet three times a day. The basal metabolic 
rate returned to normal in 10 days to 4 
weeks. We were able to confirm previous 
observations that more time was required if 
iodine had recently been given. One early 
patient was prepared for operation with 
thiouracil alone, and the operation was 
attended with severe bleeding. This experi- 
ence and the statements of other writers led 
to the practice of iodinizing the patient after 
the metabolic rate has been brought to normal 
by thiouracil, thus reducing the vascularity 
of the gland and avoiding excessive bleeding 
at operation. The fact that iodine should be 
used in association with thiouracil must be 
considered in the appraisal of the latter. It 
has helped influence our decision to restrict 
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the use of thiouracil as a preparatory treat- 
ment to intractable cases. 

Angina-like sore throat occurred in two 
instances. This cleared up with cessation of 
the drug. We observed only one major un- 
favorable reaction. Death occurred on the 
afternoon of thyroidectomy which could be 
accounted for only on the theory that it was 
a late reaction from thiouracil. This patient 
was a male, aged 64, whose initial basal 
metabolic rate was +54. Ilis weight was 
88 Ib. Ile was treated preoperatively with 
thiouracil for three weeks, a total of 12 Gms. 
being given. Ten days before operation his 
basal metabolic rate was -—8, and although 
he had gained only 11 Ib. he appeared to be 
in fair condition for operation. Lugol’s solu- 
tion, 10 drops three times a day was now 
given for eight days. A bilateral lobectomy 
was done with more than average blood loss, 
yet the patient left the operating room in 
good condition. He was immediately placed 
in an oxygen tent, but three hours after 
arrival in the ward cyanosis developed, and 
the patient quite unexpectedly expired. Per- 
mission for autopsy could not be obtained, 
but it is our belief that a toxie factor hitherto 
unobserved in this work was the basis of the 
(Or possibly not enough thio- 
uracil was given in spite of the normal 
metabolic rate attained before operation. ) 
Although it cannot be proved, we believe this 
factor to have been thiouracil. The amount 
of iodine given preoperatively apparently was 
insufficient to produce its usual effect in 
reduction of vascularity. Sections of the sur- 
gically removed thyroid lobes showed the 
histologic picture of intense hyperplasia 
characteristic of hyperthyroidism untreated 
by iodine. Routine blood count at no time 
showed less than 5,000 leucocytes. 

Of the series of 32 thiouracil-treated pa- 
tients, 10 came to operation. All except the 
one fatal case had uneventful recoveries. 
With the exception of the first two, an aver- 
age of four weeks of treatment with thio- 
uracil and two weeks with iodine was given, 
the accessory treatment as discussed under 
preoperative regimen being carried out in 
all instances. 


occurrence. 
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Eight of the nonoperated cases are under 
observation with normal basal metabolisms 
and on maintenance doses of one 0.2 Gm. 
tablet a day. The balance discontinued treat- 
ment or went elsewhere. 

In the coincident period (Sept. 1944—Jan. 
1, 1946) 13 patients were thyroidectomized 
following the more orthodox preparation with 
iodine. 

Programs involving long periods of medi- 
cal supervision involve certain practical dis- 
advantages. A patient may become so restless 
with the suspense of waiting, that the ques- 
tion has arisen whether it is not better at 
times to proceed with the operation, in stages 
if necessary, than to risk a break in morale. 
While of less concern for nonpaying patients, 
in the case of the average-pay patient the 
increased cost of prolonged hospital stay 
brings into consideration the economic factor. 

Since the use of thiouracil involves at least 
six to eight weeks’ treatment, a large propor- 
tion of patients, for economic reasons if no 
other, must be treated in the office or the 
clinic as ambulatory patients. Another un- 
favorable feature is the difficulty of keeping 
patients under strict control. This difficulty 
is especially great under the conditions of 
eeneral practice, in contrast to the better 
organized practice of the goiter specialist or 
the well established clinic. Already many of 
our thiouracil-treated patients, spectacularly 
relieved of their symptoms, are refusing pro- 
posed operations. This happened also imme- 
diately after Plummer’s revival of iodine. 
With thiouracil, as was true of iodine, this 
practice of self-determination must be con- 
sidered an abuse, for whatever may be the 
outcome of further experience with thiouracil, 
the choice between drug and surgical therapy 
should be made only by a physician experi- 
enced in the management of thyroid diseases. 


DISCUSSION 

The following has been our attitude regard- 
ing the treatment of thyrotoxicosis in the few 
years immediately preceding the introduction 
of thiouracil: While maximal subtotal thy- 
roidectomy by a good thyroid surgeon, pre- 
ceded by a suitable period of preoperative 
treatment, affords what amounts to a clinical 
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cure in the largest number of cases, in a cer- 
tain number of cases a long remission of 
thyrotoxic symptoms results from efficient 
medical management. This consists largely 
of properly applied rest, a high-ealory, high- 
vitamin diet, judicious use of small doses of 
iodine over extended periods, and, in a few 
cases, local x-ray treatment of the gland by 
a trained radiotherapist. Irradiation of the 
pituitary has been stated by Thompson to be 
of value in special circumstances. Our own 
experience has been limited to two cases, in 
which the results were equivocal. In _ this 
particular field of practice considerable bene- 
fits accrue from the faith inspired by the 
physician’s personality. 

With the advent of thiouracil the internist 
is provided with an additional weapon in the 
nonsurgical treatment of thyrotoxicosis, and 
perhaps an increased percentage of medical 
cures will be recorded. More time, however, 
is needed for a complete evaluation of this 
drug, and very definitely the medical profes- 
sion in general will be required to measure 
its hazards against its undoubted possibilities 
In the period of its controlled in- 
vestigational use in hospitals and researeh 
institutions, much has been learned of its 
dangers and how to minimize them. The 
propensity of the drug to compromise the 
eranuloeyte element of the blood has been 
fully publicized. A sufficient number of fatal 
cases have been reported to make it evident 
that the use of the drug may be attended 
with serious hazards. The necessity for con- 
trol by regular blood counts is therefore 
recognized. The early observation that in- 
fection follows lowered resistance when the 
granulocytes are reduced suggested the anti- 
dote—-penicillin. Other recommended agents, 
pyridoxylin, liver extract and pentnucleotide 
proved inferior to penicillin, which is prae- 
tically a specific. For the minor undesired 
effects, such as fever, skin eruption and 
gastro-intestinal upset, withdrawal of the 
drug is usually all that is required. Thio- 
uracil, unlike iodine, possesses no tendency 
to incite a refractory state. On the contrary, 
it is believed to be capable of setting up a 
sensitivity, so that cessation and resumption 
of its administration carry the danger of 
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alarming reactions. The possibility of a late 
toxie reaction, such as that which occurred 
in the fatal case described, must be kept in 
mind. With its hazards understood and con- 
trollable, freer use may be made of the possi- 
bilities of thiouracil. 

The practically indispensable use of thio- 
uracil is in the preparation of iodine-fast or 
very severe cases for operation. It should 
greatly diminish the necessity for divided 
operations. It is of no advantage in early 
cases or in those of average severity, in which 
the simpler administration of iodine is usually 
adequate. 

SUMMARY 

The present consensus is that thiouracil is 
not a medical cure for thyrotoxicosis to the 
exclusion of surgery. Maximal subtotal thy- 
roidectomy remains the preferred treatment, 
with aceessary use of iodine and thiouracil 
preoperatively and perhaps postoperatively. 
Since thiouracil has become available, it may 
be expected that a large number of physicians 
as well as their patients will elect this method 
of treatment in preference to surgery. The 
final estimate of its merit will be based on 
the resulting experience. 


SOMMAIRE 
A V’exelusion de la chirurgie 1l’opinion 
générale est que le thiouracil ne procure pas 
la quérison de la thyrotoxicose. La thyroid- 


ectomie sous-totale maximale, et 1’emploi 
accessoire du iode et du _ thiouracil pré- 
opérativement et peut-étre post-opérative- 


ment, constituent le traitement actuellement 
préféré. Tl faut s’attendre 4 ce que grand 
nombre de medecins ainsi que leurs malades 
choisissent de préférence a la _ chirurgie 
l’emploi de thiouracil. L’expérience etablira 
la valeur suffisante ou insuffisante de 1’emploi 
de thiouracil. 


SUMARIO 
La ecreencia actual es de que el tiuracil es 
una cura médica para la tirotoxicosis que 
puede excluir la cirugia. La tiroidectomia 
maxima subtotal continvia siendo el trata- 
miento preferido, con el uso accesorio del yodo 
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y del tiuracil, en el periodo preoperatorio y 
quiza también en el postoperatorio. Al con- 
vertirse el tiuracil en materia utilizable, hace 
esperar que un gran ntimero de médicos, asi 
como sus pacientes, eligiran este método de 
tratamiento, con preferencia a la intervencién 
quirtrgica. El resultado final de su aceptacién 
dependera del resultado de las experiencias. 


Cpox 


TenepeulHee OOWLee MHEHHEe CHTaeT. UTO 
THOYPaCHJ MPH THPOMKOKCHKO3e He MOKeS 
MCKJIOUHTh XUpypruw. I[Ipexnountaetca 
MaKCHMaJIbHan CyOTOTaAIbHaA THPOHAeCK- 
TOMHA C JONOMHATCIbHIM MPHM'eHeHHeM 
uOla H THOYPacHJa LO- MW MOse-onepaTHB- 
HO. C Tex NOp Kak THOYypacH cCeNaIcA 
Oouee MOCTYNHbIM, TO OXKHMAeTCA, 4TO 
Oo1buI0e 4HCIO Bpayel UM OOMbHbIX BbIGe- 
PyT 3ITOT cnoco6 weyueHHA B MpesznouTenHe 
K XHpypruu. OKkonyaTesbHaA OWeHKa ero 
MpeHMylUlecTB OyleT OCHOBaHa Ha JaHHbIx 
pe3yubTata, 
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EMBRYOLOGY 


ITE study of young embryos shows that 

the kidney, ureter and bladder trigone 

are developed from the mesoderm, as are 
also the ovary, fallopian tube, uterus and 
vagina, while from the entoderm are devel- 
oped the female bladder (with the exception 
of the trigone) and the female urethra. Thus 
from early life there is a close relationship 
between the genital and the urinary systems. 
As development of the embryo progresses, 
the urogenital system becomes more and more 
individualized, each system of cells develop- 
ing into its own particular tract; however, 
errors of development occur not only in the 
urinary tract, but in the genital system as 
well. 

MALFORMATIONS 

These may be due to the following factors: 
(1) underdevelopment of the tracts either in 
part or in whole, occurring at any point in 
the developmental process; (2) intermingling 
of the cells from the traets in one direction 
or another; (3) cross development and growth 
of the cells from the genital to the urinary 
tract or vice versa; (4) overdevelopment of 
a portion of the cells anywhere along the 
system or systems; and (5) deviation of a 
portion of the tract somewhere in its descent 
for only a small part and its immediate re- 
turn to the normal path of development and 
course. 

These malformations, occurring during em- 
bryonal life, result in a bicornuate uterus, a 
uterus septate, a uterus didelphys, auxiliary 
ovary, ete., or horseshoe kidney, supplemen- 
tary kidney, ete. 

At about the tenth week of fetal embryonal 
life, the urogenital systems begin to take on 
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their individual characters and follow their 
individual lines of development, continuing 
as such until the fifteenth week when the 
kidneys, the ureter, the uterus and the ovaries 
with the fallopian tubes become recognizable 
as individual organs. 

It must be remembered that the ovary origi- 
nates from the depression upon the posterior 
layer of the mesonephros, the latter mainly 
entering into the development of the kidney 
and its tubules. Close to this mesonephros 
and its duet lie the miillerian duets from 
which the uterus, the fallopian tubes and the 
vagina develop. Any error in this develop- 
ment may give rise to malformations either 
in the genital tract alone or in mixed-cell 
formation with the wolffian body, producing 
development with the urinary 


errors or 


systems. 
ANATOMY 


The kidneys are situated one on either side 
of the posterior part of the abdomen behind 
the peritoneum, the right kidney somewhat 
lower than the left due to the position of the 
liver on the right side. Leading from the 
pelvis of the kidney is the ureter which in its 
course downward and medially presents three 
sites of constriction, namely: (1) at the 
ureteropelvic junction; (2) where the ureter 
crosses the pelvic brim; and (3) where the 
ureter enters the bladder wail. The pelvic 
portion of the ureter emerging from behind 
the ovary passes behind and below the uterine 
vessels which it crosses about 8 mm. from 
the cervix, and then enters the bladder, the 
posterior surface of which lies on the anterior 
wall of the uterus. 

The uterus, a single organ of muscular 
structure, lies in the medium axis of the 
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vagina, on either side of which are the fal- 
lopian tube, the round ligament and _ the 
ovary. These organs, with the exception of 
the ovaries, are contained within the layers 
of the broad ligament, the ovaries lying in 
the depression on the posterior surface of the 
posterior layer of the broad ligament. 

It will be recalled that the ureter emerges 
from behind the ovary to approximate the 
uterine artery at the level of the cervico- 
corporal junction of the uterus, the ureter 
lying behind and below the uterine artery. 
This in itself marks a very important ana- 
tomie landmark in the study of gynecology. 


ETIOLOGY 


Considering the embryology and the anat- 
omy of the urogenital system we realize that 
diseases of the genital tract will to a great 
extent interfere with the proper functioning 
of the urinary system. Examples are (1) 
pressure of tumors of the genital tract; 
(2) extension of infection from the genital 
tract to the urinary system; (3) malforma- 
tions; and (4) trauma. 

(1) A uterus, larger in size than normal 
displaced from the median line, or the growth 
of a tumor of the genital tract extending in 
a lateral direction, will produce pressure upon 
the kidney itself or the ureter or the bladder 
and thus interfere with the flow of the urine. 
This leads to stagnation or jamming of the 
urinary flow of the kidney causing a hydro- 
ureter or even a hydronephrosis, should the 
condition persist for some time. This develop- 
ment is frequent because of the normal nar- 
rowing of the ureter at the pelvic brim. 

An intraligamentous eyst or a fibroid will 
to a greater extent produce a displacement 
of the ureter in addition to its strictured 
condition; in the operative procedure of 
intraligamentous conditions, extraordinary 
care must therefore be used to avoid injury 
of the ureter in the removal of the mass. 

The changes that occur in the uterus dur- 
ing growth bring about a hypertrophy and 
a productive inflammatory condition of the 
vessels supplying the organ, with the subse- 
quent result that the uterine vessel becomes 
distorted and engorged, also causing pressure 
upon the ureter which lies below and behind 
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the uterine artery. This pressure, slight 
though it may be, will interfere with the free 
flow of the urine from the kidney to the 
bladder and end in a condition or state of 
hydro-ureter. 

Tumors or growths of the ovary, either 
cystic or solid, benign or malignant, will pro- 
duce pressure upon the ureter bringing about 
(a) displacement of the ureter; (b) kinking 
of ureter; (¢) hydro-ureter; (d) hydro- 
nephrosis; and (e) pyelonephritis. 

(2) As to the extension of infection from 
the genital tract, causing an abnormal urinary 
state, one need but consider a_ prolapsed 
bladder, a cystocele with its subsequent 
cystitis, a status and a retention of urine 
in the bladder becoming a focus for infection 
and the ascending infection ending in a 
pyelitis and perhaps in a subsequent pyelo- 
nephritis. However, in some cases of bladder 
urinary dysfunction, though a cystocele be 
present, we must bear in mind the possi- 
bility of a cord or neurogenie disorder. Here 
a repair of the cystocele alone will not cure 
the patient of her urinary distress, but medi- 
cines or treatments directed toward the 
syphilitic state, if present, must be instituted 
immediately. Kither treatment alone, sur- 
gical or medical, will not give relief, but the 
combined methods offer the best for the 
patient for relief of the. gyneecologie and 
urinary troubles. Such a case was seen in 
a woman, 50, who had been treated for some 
time for syphilis, with little relief of urinary 
symptoms. Operative interference for the 
vaginal condition was performed in an an- 
terior and posterior colporrhaphy, and soon 
thereafter she experienced complete urinary 
relief. Of course, medical attention was still 
prescribed for her general health. 

Cystitis from diverticulosis of the bladder 
will often cause an ascending infection due 
to retention of urine in the pouch formation, 
ending in ureteritis or pyelitis. It is, there- 
fore, incumbent in all pathologie or post- 
operative bladder conditions, where the pa- 
tient is unable to void voluntarily, to eath- 
eterize the bladder every four to six hours 
and not, as was formerly believed best, only 
once a day. Every catheterization must of 
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necessity be performed under the strictest 
antiseptic conditions. In laparotomies or in 
vaginal repair surgery it is a good plan to 
inject into the bladder 5-10 ce. of a 2 per 
cent mercurochrome solution or to give an 
intravenous injection of 500-1,000 ce. of a 
10 per cent dextrose solution, or to give 
an intravenous injection of 10 ce. of hexa- 
methylenetetramine before resorting to cath- 
eterization. All of these methods aid to pro- 
duce voluntary voidance. Often prostigmine 
methylsulfate (1 to 2,000, 2 cc. every four 
hours subcutaneously) will not only aid in 
voluntary urination but also help in the peri- 
staltic motion of the bowels and expulsion of 
flatus. All of these methods to assist in volun- 
tary urination have their indications as well 
as their contraindications. Not every one will 
function every time and it is wise, therefore, 
to bear in mind the various means at hand. 

A prolapsed uterus will draw the ureter 
down more or less to a malposition, interfere 
with the normal flow of urine from the kidney 
ending in a stagnation of the urine and sub- 
sequent infection of the kidney proper. 
Carcinoma of the cervix precipitates an in- 
fection of the urinary tract and the spread- 
ing of the condition to the ureter. It is 
well known that the terminus of the patient 
with carcinoma of the cervix is uremia or 
pyelonephritis. 

(3) As to the involvement of the urinary 
tract by malformations, the modus operandi 
has been explained under the heading of 
embryology. 

(4) Trauma to the genital tract, either by 
accidental means or by instrumentation, will, 
through the lymphatic channel and the blood 
stream, cause involvement of the kidney; or 
the urinary infection may be secondary to 
absorption of the old blood clots resulting 
from trauma to the genital tract. 

(5) In pregnancy (which is a normal state 
of the female) we, nevertheless, see cases of 
‘‘pyelitis of pregnancy,’’ brought about per- 
haps by pressure of the enlarged uterus upon 
the ureter, or the condition may be an ascend- 
ing infection from the retention of urine in 
the bladder from the pressure of the uterine 
growth of pregnancy. 
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SYMPTOMS 


In genital pathology we observe the result 
of pressure, namely, symptoms referable to 
the urinary tract resulting in frequency and 
burning of urination, tenesmus, incontinance 
or even retention of urine and nocturnal 
enuresis; in a urethral caruncle blood urine 
may be present. In addition to these symp- 
toms, there are those referable to the genital 
organs, as metrorrhagia or menorrhagia 
and/or leucorrhea. Backache and soreness of 
the lower extremities are frequently present 
in addition to any or all of these symptoms. 
It is, therefore, of prime importance to be 
able to differentiate the gynecologic state of 
symptoms from a purely nephritic condition. 
Here cystoscopic examination or even pyelo- 
graphic examination by x-ray may be neces- 
sary. Smears from the urethra, cervix and 
vagina should be made of the patient at her 
first visit and follow-up smear repeats made 
as indicated. These may reveal the presence 
of Trichomonas vaginalis, a Monilia or a 
gonococecus infection, all of which may and 
often do give rise to urinary symptoms. 
Laboratory examinations aid greatly in dif- 
ferential diagnosis. 

A backache may be the only complaint, 
and without proper examination we may con- 
clude that the case is one of urinary character 
rather than of gynecologic nature, or an 
orthopedic state. Often it occurs that both 
genital tract and urinary system are involved 
simultaneously, the conditions being caused 
by different etiologic factors, or the two con- 
ditions may have been brought about by the 
same cause acting upon both systems, one 
complicating the other. 

A foreign body introduced into the vagina 
or into the bladder may easily give rise to a 
urinary involvement secondary to the genital 
trauma. Cysts of the vagina may cause 
trigonitis by direct involvement of the bladder 
wall and ascending ureteritis, leading to 
stasis of the urine and subsequent nephritis, 
then producing kidney involvement. In 
fistulas of the vesicovaginal type it is easy 
to understand how infection of the kidney 
occurs, and it is, therefore, of prime impor- 
tance to repair the fistula as soon as possible 
and to avoid further trouble, either of the 
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bladder or kidney or even the genital tract. 

While it is the urologist who should treat 
eases of urologic nature, still it is the gyne- 
cologist who is often called upon and con- 
sulted first by women with urinary disturb- 
ance. This may be correct, for the complaint 
may arise not from the urinary tract, but 
from the genital organs. Examples of this 
are cystoceles or fibroids or cystic ovaries 
causing pressure on the bladder or ureter 
and producing urinary symptoms manifested 
in frequency of urination, tenesmus or pain 
at urination or nocturnal enuresis. It is, 
therefore, necessary that all gynecologists be 
prepared to use cystoscopy of the bladder 


and to examine the rest of the urinary 
passages. 


In repair of a gynecologic condition, it is 
necessary to remember the proximity of the 
ureter and bladder. Repair usually brings 
about subsidence of the urinary symptoms 
when there is no organic disturbance of the 
kidneys. In vaginal, as well as in abdominal 
surgery, the bladder is mobilized and_ pre- 
cautionary measures are taken not to injure 
the ureters. Too often the ureter is injured 
in performance of a hysterectomy, especially 
when ligating the uterine artery, due to its 
nearness to the cervix. In doing this work, 
it is advisable to remain as near to the 
uterine vessel and cervix as possible, and to 
make certain that the ureter will not be tied 
in the suture. This accident has occurred to 
more than one operator and will occur again 
and again in exceptional cases. 

This calls to mind the following very in- 
teresting case of hysterectomy. 


A very obese woman of 50 years gave a history 
of severe bleeding at the menstrual periods with 
large clot formation and severe backache. She was 
opposed to operative interference as she said her 
mother had had the same condition of fibroids 
and had died a few days postoperatively from 
internal hemorrhage, and she was certain that this 
would also happen to her. After some explanation 
of the more advanced methods of treatments for 
these cases, the patient finally consented to an 
operation. All went well until the uterine vessel 
was ligated when the needle broke; in endeavoring 
to recover the end of this needle, the assistant 
loosened the uterine clamp accidentally, and im- 
mediately the pelvis was filled with blood, making 
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it impossible to visualize anything despite con- 
tinuous hot pads and aspiration. However, the 
needle was recovered and the uterine vessel finally 
ligated. She recovered after a few stormy days, 
voiding freely and expelling flatus after the third 
day and a bowel movement after the fifth day. 
She felt well, had no abdominal soreness or any 
vaginal discharge and even had a good appetite, 
although her diet was restricted because of obesity. 
On the twelfth day, she was out of bed and went 
home on the fifteenth day. Two days later she 
complained of a vaginal watery serous discharge, 
especially when up and about; there was no sore- 
ness or other distress. When she came to the 
office, a speculum was introduced and very little 
discharge of any character was noted. It occured 
to me then that there may have been some damage 
to the bladder or ureter. A tampon became 
saturated with clear fluid. She was immediately 
cystoscoped without any noticeable damage being 
observed. Further examination was done with 
intravenous injection of indigo-carmine, the time 
of its appearance being noted, while a pledget of 
cotton was placed in the vagina to visualize any 
fistula or opening. It became apparent that there 
was injury to the ureter. Pyelograms were made, 
which showed a hydro-ureter as well as an old 
hydronephrosis. The urologist was consulted, and 
in view of the kidney pathology it was decided to 
do a nephrectomy. This resulted in complete re- 
covery and total cessation of the vaginal discharge. 
One cannot be too careful in doing surgery near 
the ureters. Haste should not replace carefulness, 
for what happened was that the ureter had been 
caught in the ligature when endeavoring to grasp 
the uterine artery to arrest the hemorrhage. 


Because of the danger to the ureters, some 
operators introduce a catheter into the ureter 
previous to operation, and thus make certain 
of the position of the ureter and avoid damage 
to it. This I think is unnecessary, if one 
remembers the ureter and its location. If 
there is doubt as to the position of the 
ureter, this vessel should be exposed. The 
ureter can be easily identified by its white, 
cord-like appearance close to the pelvic wall 
posterior to the ovary, as well as by its wave- 
like contraction and dilatations. 

It is not always that such severe damage 
is done to the ureter as in the case cited, but 
the ligature to the uterine artery may be so 
closely applied that it may produce a kinking 
of the ureter or a distortion of this organ. 
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This will also result in urinary disturbance 
and will call for some means to relieve the 
ureteral kink or strictured condition. 

A nephrectomy because of the injury to 
the ureter may not always be required. The 
injured ureter may be immediately repaired 
by introducing it into the bladder or even 
into the bowel or by reuniting the injured 
edges. Obviously the best method is not to 
injure the ureter, but, if injured, immediate 
repair by uniting the edges should be done. 

In all urologic complications in gyneco- 
logic patients it is advisable that a consulta- 
tion be held with the urologist as to the 
better course of treatment; the urologist 
should then take care of the patient who needs 
urologic care. 


SUMMARY 


The embryology and anatomy of the uro- 
genital systems have been discussed. The 
relationship of the genital tract to the urinary 
system has been shown. The anatomy has 
been briefly reviewed. The symptoms of the 
tracts are given, and some phases of treatment 
have been outlined. 
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SOM MAIRE 


L’embryologie et l’anatomie du _ systéme 
uro-génital sont décrits et discutées. Les 
rapports de la region génitale et du systéme 
urinaire son démontrés. Une revue de |’ana- 
tomie est donnée, Les symptomes des lésions 
de cette region sont enumérés et différentes 
phases de leur traitement son etuduiées. 


SUMARIO 


La embriologia y anatomia del sistema 
genitourinario son tema de este articulo, asi 
como Ja relacién entre la regién genital y el 
sistema urinario. Se hace una revisién breve 
de la anatomia. También se proporcionan los 
sintomas de las regiones anatémicas y_ se 
deseriben algunas fases del tratamiento. 


Caos 


Pa3s06paHa 9MOpHOTOrHAH MW aHaTOMHsA 
MOUeNOMOBbIX CHCTeM. []loKa3aHO OTHOILIEe- 
HHve NOJOBOrO TpaKa K MOYeBOH CHCTeMe. 
JJaHo KpaTKoe Ofo3peHHe aHaTOMUH. JlaHa 
CHMMTOMATOJOFHAH TWaH Je@4YeHHA MOUe- 
NOJOBbIX Gowe3sHeH. 
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Operative Treatment of Chronic Otitis Media” 


W. O. LODGE, M.D., F.R.C.S. (Edin.), D.O.M.S,, R.C,P.S. (Engl.), F.I.C.S. 
LONDON, ENGLAND 


INTRODUCTION 


HRONICITY implies degeneration. 

This is why success from operation 

cannot be guaranteed and the disease 
remains such a tantalizing problem. Never- 
theless, the proportion of good results is suf- 
ficiently high to atone for occasional dis- 
appointments, more especially if it can be 
discerned from successes and failures how 
the disease can be prevented. 


LIVING PATHOLOGY AND ITS LESSONS 

Out of a welter of observations, the follow- 
ing seem to stand out most clearly. Aural 
polypi bear the same relationship to chronic 
otitis media as nasal polypi bear to sinusitis. 
Between 1 and 2 per cent of the population 
suffer from the disease. The age and sex 
incidence of a number of surgical cases is 
shown in the accompanying graph (Fig. 1). 





In none of my last 100 operation cases was 
the chronic otitis media stated to be of less 
than two years duration, in the majority it 
was of from 15 to 30 years standing, generally 
dating back to infaney. This was usually 
confirmed by x-ray examination, and by the 
pathologic anatomy. The disease deafens and 
disables those in the prime of life. The acecom- 
panying graph (Fig. 2) shows deaths from 
intracranial complications of otitis media in 
decades, compiled from the Registrar-Gen- 
eral’s statistics. The high infantile mortality 
is noteworthy: it is with the survivors that 
we are now concerned. The natural history 
of chronic otitis media is reflected in the 
attitude towards it of the life insurance 
companies. Otitis in infancy is so common 
that at present there are often two candidates 
for every available cot. Probably the first 
two years of life are the most significant, in 
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Fig. 1. Extrapolated graph of age at operation in decades of life for 64 cases. 


Total corrected by the Medical Statistician to make allowance for the greater 
numbers of people living in the second, third and fourth decades. 


* Because of the importance of this contribution to a 
special field of medicine, this paper is reprinted from The 
Journal of Laryngology and Otology, vol. LX, no. 8. 
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connection with pneumatization and develop- 
ment of a vitalized mucous membrane. In 
infaney, nonoperative in-patient treatment is 
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OTITIS MEDIA i. 
more curable than tuberculosis or cancer. Not 
more than 5 per cent of cancer patients live 


more than five years, according to Pack and 


effective. There is a growing feeling among 
otologists that infantile otitis ought to be a 
notifiable disease. Pending such reforms, we 


Number of Deaths. 


1 2 3 4 5 6 7 
Decades of Life. 


Fig. 2. Age incidence in decades of 824 deaths from otitic meningitis, brain 


abseess and sinus thrombosis in England and Wales in 1925. 


have to do our best for an afflicted generation. 
Virulent strains of diphtheria bacilli, strepto- 
cocci and other bacteria breed in the recondite 
recesses of these septic cavities. During the 


Livingstone.!- Few forms of cancer are pre- 
ventable. In a few cases which are possibly 
of developmental origin, surgery is less likely 
to be supplanted. Comparative anatomy— 





first few days after operations, they flourish 
on the raw surfaces, denuded of protective 
barriers, and may form membranes, cause 
characteristic odors or otherwise stand _ re- 
vealed in their true colors, such as the ephem- 
eral blue on the dressings where B. 
eyaneus abounds. 


pyo- 
Pyogeniec infections are 





Fig. 3. 


Diagram of x-ray changes in mastoid air cells (negative). Left, normal; 


for example, the spiracles and swim bladders 
of certain fishes—is worthy of close atten- 
tion; heredity cannot be left out of account. 
INTERPRETATION OF X-RAY APPEARANCES 
Illuminators for skiagrams, let into the 
wall, are pleasing features of modern oper- 


bs) Ras 


, 


center, empyema; right, cholesteatoma. 
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ating theaters. Confirmation of a clinical 
estimate of the grade of pneumatization helps 
to decide whethe” a retro-auricular incision 
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surgical risks and to be found in first class 
lives, but the disability is so slight that opera- 
tive treatment may be refused. Sometimes 





Fig. 4. Roentgenogram showing temporomandibular articulation and a large 
cholesteatoma (from a positive print). 


is necessary. Relative dullness is not the only 
information to be gleaned about an air cell. 
A mucocele is relatively clear, if the per- 
centage of calcium in the contents is low. A 
pyocele is relatively opaque. How then are 
we to recognize a cholesteatoma? The answer 
is that the arcades of inner table are missing 
so that: there is abrupt transition from cavity 
to homogeneous bone (Fig. 3). This is due 
to progressive pressure. In the mastoid such 
changes, though only to be seen in part, are 
pathognomonic (Figs. 4 and 5). 


CIRCUMSCRIBED DISEASE OF THE ATTIC 

Endaural operations invite simultaneous 
comparison between otoscopic appearances 
and underlying disease. Figure 6 illustrates 
the middle ear and part of a well pneumatized 
mastoid of a man aged 35. The attic and 
antrum are occupied by a thin walled sac, 
which opens anteriorly in the membrana 
flaccida. Its duration is uncertain. There 
is a corresponding depression in the imem- 
brana flaccida of the other ear, and only 
slight otitis externa. 

Ten per cent of my cases of chronic otitis 
media have been of this type. They are good 
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the cholesteatomatous membrane is more 
closely applied to the walls of the attic, and 
sometimes a polyp is attached to the malleus 
where it forms part of the margin of the per- 
foration. Histologically, invasion of the 
space of Prussak by tendrils from the 
cholesteatomatous membrane is sometimes to 
be seen. 


A COMMON TYPE OF CASE 

In Figure 7, familiar landmarks in the 
field of operation are displayed. A chisel is 
being applied to bone adjacent to the notch 
of Rivinus, from which a granulation springs. 
The ossicles apparently are not eroded. Even 
the chorda tympani nerve is intact. The pa- 
tient has been able to hear a C.32 tuning fork 
by air conduction and the disease is bilateral. 
A number of such ossicles have been removed 
for histology. 


ADVANCED DISEASE 


The depths of a right temporal bone are 
exposed in Figure 8. The patient, a man 
aged 44, complained only of a boil in the ear; 
this is shown at the periphery at 5 o’clock. 
On masking the left ear with Baradny’s sound 
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Roentgenogram showing normal air cells on the right and cholesteatoma 


on the left. 


machine, the right ear was found to be stone 
The right ear did not respond to the 

X-ray films, particularly one 
axial projection, showing both 
the same film, confirmed the 
cholesteatoma. A combination 
pathologic processes was found, 


deaf. 
galvanic test. 
taken in an 
mastoids on 
diagnosis of 
of unrelated 
suggesting that there may originally have 
been two perforations. 

There is an eburnated mastoid and stenosed 
meatus. The mastoid antrum is at a great 
depth. The lateral sinus is far forward. 
There may be an incipient mural thrombus. 
There are polypoid granulations and osteo- 
phytes. This type of chronie otitis media is 
more common in women. Sometimes, one finds 
no air cells at all—just ivory. 
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Hlere the few mastoid cells are far apart 
and filled with encysted fluid, having been 
secluded from the mastoid antrum; secretions 
normally discharged through the eustachian 
tube have been retained, owing to the ectopic 
lateral sinus. 

Deeper still is an expanding cholesteatoma 
of the type which simulates a radical mastoid 
operation cavity. The furuncle is part of this 
picture. It is a genuine furunele, not a fistula 
through which bare bone can be felt with a 
probe. 

There is a sequestrum containing vestibular 
relics. Necrosis of bone is more common in 
childhood. As the facial nerve is exposed and 
vulnerable to pressure, the cavity will be 











Fig. 6. Cireumscribed disease of the attic. A senti- 
nel polyp sometimes hangs from the margin of the 
perforation in such cases. 





Fig. 7. An operation for the common type of chronic 
otitis media. A dozen landmarks are displayed. 











Fig. 8. Advanced disease of a right temporal bone. 
Imminent complications brought to notice by a 
furuncle. 





Fig. 9. Left, meatal plastic. Right, the suture is drawn tight and 
others inserted. 











10. Perichondritis, a complication to be avoided. 
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packed with sulfonamide powder, not with 
ribbon gauze. 


BASIC SURGERY 


For the healing of a cavity from which 
bone the seat of chronic osteitis has been 
evacuated, the main essential is that it should 
be freely open to the surface for 100 days. 
Sulfonamides and penicillin are only anti- 
septics; they do not promote healing except 
by keeping infection under control, which is 
very necessary, in the majority of cases, espe- 
cially during the first 10 days. If infection 
should gain the upper hand, chemotherapy 
and syringing two or three times a day with 
eusol is necessary. If, on the other hand, 
the cavity is comparatively aseptic, the less 
the physicochemical equilibrium is disturbed 
by chemicals, the fewer exuberant granula- 
tions will form, and the sooner healing will 
be complete. It may seem strange to start by 
discussing after-treatment, but this is the 
main theme, to which the operation of access 
is a prelude. Patients owe much to their 
devoted nurses. 

TECHNIC 

At present, my incision includes a short 
triangular flap based on the posterior rim of 
the external auditory meatus, where it joins 
the cavum conchae. The cartilaginous meatus 
is scrupulously preserved as the only safe- 
euard against cicatricial contraction. The 
bone work is completed. Avertin and atropine 
premedication are conducive to a calm anes- 
thetic and a bloodless field. These temporal 
bones are so dense that gouges and. chisels 
ought to be resharpened for every case. <A 
good reflected or projected light, a comfort- 
able position seated beside a table adjustable 
for height are essential. The operation is 
really a dissection carried out with gouges 
and a mallet. It is most desirable to leave the 
inner table everywhere intact, but to remove 
every vestige of disease, especially from the 
angle between the tegmen antri and the lateral 
sinus. To avoid injury to the latter, when 
the bone is eburnated, as in cases of aural 
polypus, it is prudent to open into the antrum 
not through Macewen’s triangle, but through 
the inner face of the bone; that is, from the 
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meatus. During removal of the ‘‘bridge’’ 
and the outer wall of the attic, the operation 
changes its character entirely, in the same 
way that an operation on the brain alters, 
when the dura is being opened; much less 
force and more delicacy and concentration 
are required. A lighter mallet may be used. 
The retractor is removed and replaced when 
the meatal flap has been unfolded. The root 
of the zygoma has to be cut away a little, 
for its reception. The bridge is flattened 
almost level with the floor of the meatus and 
the meatus is slit to correspond with this 
inclined plane. One can learn from mechani- 
eal drills and impactor mallets how to wield 
the more artistic hand instruments with pre- 
cision. <A cell extending towards the sinus 
tympanic may cause anxiety with regard to 
the facial nerve ; zeal is to be deprecated here. 

A postauricular incision is only necessary, 
in my opinion, in chronic cases, if the mastoid 
is pneumatized ; that is, in about 10 per cent 
of cases. The transmeatal route gives very 
direct access, especially in adult males. In 
children, the concha may be rather small. 
Figure 9 (left) shows the last stages of the 
operation. Transplantation of the triangular 
flap to the anterosuperior extremity of the 
incision, between the crus helicis and the 
tragus, unfolds the cartilaginous meatus. The 
triangular flap, which includes fibrocartilage, 
is accurately inlaid into its new _ position, 
after frosting with sulfonamide. The danger 
of sloughing is considerable. Catgut sutures 
are used. The cartilage of the root of the 
helix is carefully avoided. The surgical 
anatomy of this donor area for fibrocartilage 
is of topical interest; this tissue is sometimes 
taken for plastic reconstruction of the eyelids. 

The gap left posteriorly affords good access 
to the cavity. It is good practice to apply @ 
skin graft to the granulating area posteriorly 
on about the fourteenth day, when infection 
has subsided. In Figure 9 (right) the graft 
is shown beneath a piece of Lister’s green 
silk protective. 

A warning is necessary about flavine emul- 
sion, and probably to a less extent, about 
proflavine and sulfonamide powder. Patients 
are apt to become sensitized to these favorite 
preparations about the fourteenth day and 
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CHRONIC 
develop dermatitis, which may progress to 
perichondritis of the auricle (Fig. 10). The 
possibility of the latter complication should 
be borne in mind in infiltrating the concha, 
preparatory to the first incision; only one 
needle puncture should be made, with the 
strictest precautions. Supply of blood to 
the pinna should not be restricted, either by 
undue retraction or by ligature of the post- 
auricular artery. 


Frequency 28 256 512 
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under pressure. Arrival with a letter from 
the doctor and bag packed for the hospital 
should not lull suspicion in dealing with a 
disease so treacherous as chronic otitis media. 

One could rhapsodize about the perfection 
of successful operations—the extinction of 
the osteomyelitis, the nacreous lining of the 
cavity and the restitutio ad integrum of the 
organ of hearing. Even 10 decibels of hear- 
ing gained is an inestimable benefit (Figs. 11 
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Fig. 12. 


in this case the impression was that the patient had had a transmeatal 


operation, since he answered readily and was unaware of any disability. 


RESULTS 


Ilealing has been complete in 78 out of 
100 cases. Successful results exclude those 
in which only the mastoid cavity proper is 
healed, but include cavities which remain dry, 
provided keratoses are not neglected. There 
had been previous mastoid operations in three 
cases. There were three transient and one 
temporary paralysis of the facial nerve; one 
candidate spontaneously developed facial 
paralysis on the eve of operation. Perichon- 
dritis occurred three times. There was one 
death from a concomitant precerebellar cyst. 
In my opinion, the risk over a period of five 
years is less with operation than without it, 
and the commonest cause of failure is pus 
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and 12). That many an operation might 
have been prevented is a sobering reflection. 


SUMMARY 


Operations by the endaural route allow 
observation of living pathology and correla- 
tion with x-ray appearances of pneumatiza- 
tion, harmonizing treatment with surgical 
principles, and affording research into the 
prevention of chronic otitis media. 

Three color plates depict the circumscribed, 
the common and the complicated type, 
respectively. 

The newer antiseptics affect after-treatment. 
The transmeatal approach is described and 











—~ = W. 0. 
figured. Measures to enlarge the lumen of 


the meatus and avoid perichondritis are 
discussed. 
Out of 100 cases, healing has been complete 


in 78. 
SOM MAIRE 


Opérations par le route endaural permet- 
tent l’observation de la pathologie vivant et 
la corrélation avee |’apparence rayon X de 
pneumatization, rendrant harmonieux — le 
traitement avee principes chirurgicale, et per- 
mittent recherché dans la prévention de la 
otitis media chronique. 

Trois lithographes montrent le cireonserit, 
le ordinaire et le compliqué types. 

Les antiseptiques nouvelles affectant le 
traitement postopératoire. L’approche trans- 
meatique est décrit et demontré. Mesures 
pour élargissement de le canal meatique et 
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pour éviter de perichondrite sont discutés. 


Guérison était achevé dans 78 de 100 eas. 


SUMARIO 


Operaciones por via endaural permiten 
observacién de patologia en vida y correla- 
cién de neumatizacién con las visualizaciones 
radiol6gicas, tratamiento en harmonia con 
los prineipios quirtrgicos y permiten investi- 
gacién para la prevencién de otitis media 
cronica. 

Tres litografias muestran los tipos cir- 
cumscrito, comtin y complicado. 

Los antisépticos nuevos conciernen el post- 
operatorio. La via transmeatal esta descrita 
y evitar perichondritis estan discutidas. De 
100 casos 78 obtuvieron curacién completa. 
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Lung Resection in Bronchiectasis 


Preoperative Considerations 


LEVON A. AKOPIANTZ, M.D.* 
SHENYANG (MUKDEN), MANCHURIA 


IIE only positive therapeutic approach 
which today can assure the bronchi- 
ectatic patient complete symptomatic 
and pathologic cure is that of surgical inter- 
vention. Complete surgical extirpation of all 
of the diseased portions of lung tissue is an 
absolute necessity if postoperative residual 
symptoms are to be wholly eliminated. With 
competent surgical technic, the mortality 1s 
comparatively low and the results are good. 
Today these conclusions are universally 
accepted as facts beyond equivocation by 
both surgeon and internist. Yet, barely more 
than a decade has elapsed since that time 
when lung resection for bronchiectasis was 
considered by clinicians as the court of last 
appeal. The mortality rate was prohibitive 
and postoperative complications the rule. 
What, then, took place in this decidedly 
brief span of time that so effectively and per- 
manently diminished the operative risks of 
lobectomy and pneumonectomy for bronchi- 
ectasis and increased the number of total 
cures? Five distinet elements contributed 
to this epochal advance. First, a growing 
understanding of the dynamics of the chest, 
derived from careful animal experimentation 
and later cautiously applied to human sub- 
jects, brought into prominence the essential 
physiologic principles. These principles, in 
turn, provided the basis for the second factor : 
investigations in the field of. anesthesia. The 
adoption of the intratracheal type of positive 
pressure anesthesia was an inevitable result. 
These two factors were undoubtedly initial 
stimuli for the gradual evolution of the third 
important element: that of operative technic 
to its present improved form. Staged opera- 
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tions, although desirable in many instances, 
nevertheless presented the repeated hazards 
of anesthesia, shock and infection. The fourth 
element was that of improved postoperative 
care—a better appreciation of the mechanism 
of shock, wide adoption of the blood bank 
and, more recently, use of highly efficient 
antibiotic and chemotherapeutic agents; this 
contributed toward the amazing reduction in 
mortality figures. The fifth factor, the pre- 
operative preparation of the patient, has 
ereatly influenced final operative success or 
failure. By improving bodily resources to 
the utmost, by reénforcing the patient by 
physical and chemical means and by con- 
centrating this combined force to act strongly 
for a relatively short time, postoperative com- 
plications have been lessened or their effects 
have been attenuated. It is this single aspect 
of surgical therapy, the preoperative prepara- 
tion of the bronchiectatic patient, that I am 
emphasizing here. 

Despite the amazing and consistent fall in 
mortality rate, pulmonary resection cannot 
be regarded as anything but a serious, haz- 
ardous undertaking. Proper preoperative 
preparation of the patient will do much 
toward ensuring surgical suecess. It should 
comprise a series of routine procedures so 
rigid as to be generally applicable and _ yet 
so elastic as to bend to individual needs. 
It should aim at reducing the operative risk 
to a minimum, while simultaneously increas- 
ing the postoperative benefits to a maximum. 
It should be sufficiently expansive in its scope 
to render itself adoptable in its principles by 
hospitals and clinics throughout the different 
countries of the world. The following detailed 
“‘routine preoperative preparation’’ is pre- 
sented for use for bronchiectatic patients who 
are scheduled to undergo lung resection. 











ADMINISTRATIVE CONSIDERATIONS 


There are a few quasi-legal and adminis- 
trative matters which merit brief mention. 
The patient must, of course, express his con- 
sent to the planned surgical procedure. His 
written permission for the surgeon to operate 
must be obtained. If he be a legal minor, the 
signed consent of his parent or legal guardian 
is required. Signatures should be affixed in 
the presence of and witnessed by a disinter- 
ested party. These are such obvious facts that 
they hardly require mention. 


PSYCHOLOGIC AND RELIGIOUS INFLUENCES 


Of the ruthlessly dominant and most unpre- 
dictable of emotions, the greatest is that of 
fear. And to most individuals the anticipa- 
tion of a major operative procedure, espe- 
cially one performed on the lung, is a fearful 
mental experience indeed. This is manifoldly 
true when the patient is by nature nervous, 
or when the surgeon or his assistant has been 
careless enough to tell the patient coldly that 
‘fa part of your lung must be cut off!’ It 
is obviously the duty of the surgeon to pre- 
pare his patient for surgery by lessening, if 
not wholly eliminating, the many undesirable 
systemic effects of fear. How can this best 
be done? Religion offers one avenue of help 
to the surgeon, for the influence of religion 
is at this special time of stress a magnified 
one. Its spiritual influence will operate to 
palliate and balance the emotions of an un- 
stably constituted patient ; such an individual 
should be given unhampered freedom tor 
religious consultation at all occasions, no 
matter how often repeated. Again, once the 
decision for surgery has been made, the oper- 
ation should be carried out as promptly as 
preoperative preparing of the patient per- 
mits. The less the time lost, the less the time 
for the patient to brood and worry at his 
leisure. Cheerful relatives regularly visiting 
the patient during this poignant interval be- 
tween clinical decision and surgical action 
can do much to pacify an agitated mind and 
to impart the impression of a more rapid 
passage of time. The evening before opera- 
tion the patient is placed on the ‘‘seriously 
ill’’ list of the hospital, for he will be just 
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that the following day, and the nearest of 
kin is notified. 


SKIN PREPARATION 


The preparation of the skin about the area 
of operation is in chest surgery a procedure 
which requires greater attention than in most 
other surgical specialties. Lung resections 
require lengthy incisions carried through 
areas of the body not ordinarily easily acces- 
sible to the patient, and which are not, there- 
fore, subjected to regular daily ablutions. 
Consequently, wound infection is an omni- 
present hazard. The skin should be carefully 
and thoroughly shaved, care being taken not 
to lacerate the skin with the razor. The com- 
plete hemithorax, from beyond the sternum 
in front to beyond the vertebral column in 
back and from the clavicle down to the 
umbilicus, should be thoroughly shaved and 
then thoroughly cleansed two or three times 
with green soap and water. Dried with 
sterile towels, the skin is then cleansed with 
aleohol. Ether follows this, and the skin is 
allowed to dry by evaporation. Sterile, dry 
dressings are then applied around the hemi- 
thorax. In the operating room the following 
day, after the induction of an adequate plane 
of anesthesia, the hemithorax is onee again 
cleansed first with aleohol, then with ether, 
and then with two applications of merthiolate 
or some similar antiseptic solution. If the 
skin presents areas of acneform or pustular- 
like eruptions which have not responded to 
previously instituted treatment, additional 
precautions should be taken. This may con- 
sist of the following additional procedure: 
after the skin has been washed with soap, 
a second washing is done to rupture as many 
of the pustules as possible. A stiff surgical 
handbrush should be used for this. Alcohol 
and ether are then applied freely, in alterna- 
tive fashion, two applications each. Gauze 
sponges are then liberally soaked in alcohol, 
and the wet sponges are placed against the 
skin so that the involved areas are completely 
covered with them. Sterile dry towels are 
used to protect and maintain the wet gauze 
in place until the following day. This is 
repeated as often as necessary to obtain a 
pustular-free area. 
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GENERAL CONDITION OF THE PATIENT 


As stated, the patient’s mental attitude 
contributes in no small measure to the final 
results of the operation. The apprehensive 
patient should be reassured from time to time 
and his anxieties lulled. The state of his 
general health must be evaluated: is he 
ambulatory or is he, in general, bedridden ; 
is he well nourished, or has chronic disease 
and persistent weight loss undermined his 
physical structure; what is his age, and how 
does it affect the prognosis and the hazards 
of surgical treatment? Fever which can not 
be completely accounted for by the disease 
process is in general a deterrent to immediate 
surgical intervention; an acute exacerbation 
of the disease, with its characteristic abrupt 
rises in temperature, should always be 
accorded a cautious reserve. If the patient 
tends to remain in bed most of the day, he 
must be advised to be largely ambulatory for 
two or three days preceding operation. 
Hemoptysis may occur any time before oper- 
ation; this usually is not of the gross variety, 
but is rather streaking in appearance. In 
such event, it is preferable to defer opera- 
tion until a week or two after hemorrhage 
has subsided. When the patient enters the 
operating room, he must be in the best physi- 
eal and mental condition possible. 


HEART AND BLOOD STUDIES 


The hemoglobin reading or the erythro- 
eytic count may be low; in these instances 
suitable measures must be instituted. Small, 
frequent transfusions of citrated blood might 
‘be tried. These are on the whole preferable 
to the administration of a single massive 
transfusion of blood, for frequency in mod- 
erate amounts appears to stimulate the body 
mechanism to manufacture its own cells more 
efficiently. The products of iron, given orally 
or preferably by injection, will promote the 
manufacture of hemoglobin. A more recent 
procedure, showing extraordinarily promising 
results in the reestablishment of a normal 
red cell count, is the intravenous administra- 
tion of concentrated washed red cells sus- 
pended in an isotonic medium. It is not un- 
common to find an increase in the red blood 
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cell count of about one million cells following 
administration of 1 L. of this concentrated 
suspension. Clinicians in Russia have been 
successfully using such red blood cell suspen- 
sions in cases of acute blood loss, post- 
hemorrhagic anemias and in septic disease. 
The plasma proteins should be checked. 
Amino acid solutions given intravenously or 
orally, will aid in correcting aberrations in 
blood protein levels. It is not unusual for 
chronically ill patients, such as are commonly 
seen in the wards of thoracic surgery, to 
show delayed bleeding and clotting times. 
Thoracic operations are notoriously ‘‘bloody’’ 
affairs, and lung resection is no exception. 
Good clotting function of the blood will pay 
dividends many times over in the saving of 
actual operative time which would otherwise 
be devoted to the clamping and tying of 
minor vessels, and in the decrease of blood 
loss. Hemocoagulants are indicated to restore 
normal clotting of blood. Vitamin C, vitamin 
K and calcium may all be used, in combina- 
tion or singly, and have often proven to be 
efficient and valuable in restoring delayed 
clotting time to normal. An electrocardio- 
graphic study should be done to evaluate the 
eardiae status. Should an electrocardiogram 
be negative despite suspicion of cardiac dis- 
ease, an elusive pathologie process may often 
be disclosed by taking daily electrograms 
three days in succession, once in the morning, 
once in the afternoon and the third day toward 
the evening. Arterial and venous pressure 
determinations give important information in 
suspected instances of cardiovascular disease. 


OTORHINOLARYNGOLOGIC EXAMINATION 


The frequent association of bronchiectasis 
with chronic nasal infections makes a routine 
examination by an_ otorhinolaryngologist 
highly advisable. Pertinent medical and sur- 
gical treatment, preliminary to pulmonary 
surgery, will decrease operative risk and will 
eliminate many postoperative complications. 


RESPIRATORY CAPACITY 


A study of the patient’s vital capacity is 
of the utmost importance. Arterial blood 
analysis for oxygen concentration and spiro- 
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metric studies should be done in instances 
of marked deviation from the normal values 
of vital capacity. Decreased vital capacity 
is not only to be feared; the above procedures 
should also be used when the vital capacity is 
found to be increased, as a result perhaps of 
co-existing emphysema of the lungs. The use 
of spirometry may ferret out the exact source 
of delinquency. To extirpate the disease sur- 
gically and to render the patient symptomless 
is a most laudable accomplishment. However, 
it would benefit the patient little to undergo 
any form of lung resection successfully, with 
resulting cessation of his symptoms, if after 
operation he becomes a bed-ridden respiratory 
invalid. 
BREATHING EXERCISES 


A perfect act of breathing is an uncommon 
sight. MacMahon?! points out that the two 
most frequent faults in breathing are abdomi- 
nal or belly breathing and marked upper 
costal breathing with consequent proportional 
disuse of the lower costal regions. To combat 
these, he has developed a series of prophy- 
lactic and remedial breathing and physical 
exercises. These are designed not to take a 
lot of air into the chest by foreed breathing, 
an erroneous concept which may lead to an 
emphysematous process in the lungs, but are, 
rather, planned so that costal breathing is 
promoted and lung efficiency is increased. 

The value of these exercises in lung resec- 
tions is apparent. Through the operative pro- 
cedure the patient will lose from one-fifth 
to one-half of his total lung structure. His 
final complete adjustment to this diminished 
respiratory capacity will depend largely 
upon age, the number of lobes which have 
been extirpated, whether the lobes removed 
were wholly unilateral or bilateral, presence 
or absence of concomitant emphysema or 
fibrosis of the remaining portions of lung 
tissue, and in no small measure on the man- 
ner of breathing. If the patient can be 
taught to breathe more efficiently before oper- 
ation and continues to do so after operation, 
the loss of a reasonable amount of pulmonary 
tissue will not result in a proportional reduc- 
tion in vital capacity or oxygen saturation 
content of the blood. Where it is planned 
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to remove the lower lobes, attention should 
be directed to promoting the pulmonary 
capacity of the upper lobes. The upper 
chest is treated by an exercise which con- 
sists of a small, lower costal expansion as 
air is inspired. The patient breathes in 
deeply, the breath is held and two more 
breaths are taken in through the nose; as 
the air is inspired, two simultaneous contrac- 
tions of the abdominal muscles should be 
made. These movements send the air into the 
apices of the lungs and expand the upper 
chest. An exercise which further develops 
the apices of the lungs is the following. The 
patient makes a movement of stretching an 
imaginary piece of string held in the hands 
which are on a level with the mouth, and 
simultaneously the breathing movements 
previously described are done. Conversely, 
when the upper lobe segments are diseased, 
emphasis is placed on increasing the efficiency 
of lower costal breathing. MaeMahon de- 
scribes two main exercises for this purpose. 
The operator places his hands on the side 
of the lower ribs level with the sternum. 
The patient breathes in through the nose, 
and the lower ribs can be felt to expand 
strongly. The upper chest should move as 
little as possible. When the fullest expansion 
has been reached, the patient breathes out 
through the open mouth and the ribs ean be 
felt to regain their normal position. A second 
exercise promotes stronger expansion of the 
bases of the lungs. After completing the 
usual exercises, the patient sits on a low stool, 
his legs are crossed and his hands are clasped 
below the knee of the leg which is undermost. 
The patient pulls his body as strongly as is 
possible onto the thigh of the uppermost leg, 
and a deep breath is taken at the same time. 
Air is thus forced into the bases of the lungs. 
In instances of bilateral bronchiectasis, whole 
lung breathing with special nasal breathing 
exercises to tone up the respiratory system 
is recommended. Physical condition will de- 
termine the extent to which the exercises are 
to be pursued. Whenever possible, they should 
be carried out in the recumbent position with 
head and shoulders raised 45°. 

These supplementary measures in the 
preparation of the patient for operation may 
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contribute greatly to postoperative welfare, 
may assist in reducing the incidence of post- 
operative exertional dyspnea and often may 
convert a poor surgical risk into a reasonably 
safe one. 
POSTURAL DRAINAGE 

The quantity of infected liquid matter in 
the trachea and bronchi must be reduced to 
the smallest, if postoperative complications 
are to be minimized. A smooth anesthesia, 
uncomplicated by surges of excessive bronchial 
accumulation, will’ be the reward of the 
anesthetist; and reduction in postoperative 
empyema, a complication largely the result 
of pleural contamination due to leakage of 
bronchial secretions during division of the 
bronchus, the reward of the surgeon. Postural 
drainage thrice daily for several days before 
operation—morning, noon and evening—and 
practised assiduously every three to four 
hours on the day immediately preceding 
operation, is highly efficacious in evacuating 
cavitary pus. Postural drainage does not 
mean ‘‘placing the patient with his head 
down.’’ This common, but highly erroneous 
concept should be discarded. To obtain opti- 
mal evacuation through postural drainage, 
the anatomic relationships of the lobes of 
lung and of their bronchi must be remem- 
bered. Thus, postural drainage may be de- 
fined as the assumption of a bodily attitude 
most conducive to the evacuation of the con- 
tents of a particular lobe. Nelson? describes 
the different positions which a patient must 
assume to effect drainage of specific areas of 
lung. He points out that for all lesions in 
front of the tracheal axis, drainage is_ best 
effected with the patient on his back. Lesions 
posterior to that axis require a prone posi- 
tion. Lying on the side will evacuate cavities 
in the line of the axis. If the cavities are 
situated above the first intercostal space, 
drainage is best promoted in the erect posi- 
tion. If the pathologie process is below the 
fourth rib, head and thorax should be main- 
tained at an angle subordinate to the plane 
of the abdomen and lower extremities. This 
is done by lying head down. Lesions situated 
between these two sites are most efficiently 
drained in the horizontal position. If postural 
drainage has already been used as_ thera- 
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peutic measure, it should be ‘‘stepped up’ 
the two or three days before operation. 


BRONCHOGRAPHY AND X-RAY STUDIES 


An x-ray of the chest should be taken be- 
fore the use of lipiodol. After introduction 
of lipiodol into the trachea and bronchi, both 
an anteroposterior and a lateral x-ray projec- 
tion should be made. The combination of these 
two views, planed at right angles to each 
other, will more definitely establish the exact 
site of the bronchiectatic lesion, for although 
an anteroposterior film will provide informa- 
tion as to presence and extent of pulmonary 
damage, it is less satisfactory in localizing 
lesions which are situated near the contacting 
margins of contiguous lobes. The Thompson 
catheters help in lipiodolization of each indi- 
vidual lobe without the introduction of con- 
trast medium into other lobe bronchi. Gen- 
erally it is a wise policy to map out one side 
of the chest only. In this way, one avoids 
creating shadows in the opposite lung, which 
on x-ray projection may prove confusing. 
About 10 days must be permitted to elapse 
between lipiodolization of one side and that 
of the other. Periodic follow-up fluoroscopic 
examinations will divulge the proper time, 
for the lipiodol shadow disappears gradually. 
Generally, bronchiectatic bronchi show a de- 
layed clearing of the injected iodized oil. 
Confusing shadows from the opposite side 
will be softened, if not completely eliminated, 
by proper timing. Should operative inter- 
vention be so urgently needed that the ele- 
ment of time delay might well outweigh its 
benefits, lipiodolization of both sides may be 
done at one sitting. Confusing shadows on 
the roentgen film may be circumvented by 
obtaining three views: an anteroposterior and 
a right anterior oblique and a left anterior 
oblique. Although instances of unilobar lesion 
are not uncommon, the frequent association 
of right lower lobe bronchiectasis with right 
middle lobe bronchiectasis (60 per cent), and 
of left lower lobe bronchiectasis with similar 
disease of the lingular division of the left 
upper lobe (55 per cent), should be constantly 
kept m mind. It is of the utmost importance 
that total extirpation of the diseased lung, 
whether located in one or more lobes, is 
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achieved if the operation is to be successful. 
Otherwise, permanent cure is unlikely. 


BRONCHOSCOPY 


Aspiration by a bronchoscope, the distal 
end of which has been inserted down to the 
orifice of the individual lobe bronchus, will 
effect an excellent cleansing of the dilated 
terminal bronchi of the lower lobes. This pro- 
cedure should supplement postural drainage, 
not substitute for it. The infected bronchial 
material may be thoroughly aspirated twice 
or thrice weekly for one or two weeks before 
operation. A final preoperative broncho- 
scopic aspiration should be done in the oper- 
ating room, just before or just after anes- 
thesia is induced. The value of bronchoscopy 
is not, however, limited to that of aspiration. 
As a diagnostic procedure it is of inestimable 
ralue, especially in those instances where 
bronchography has been unsatisfactory be- 
cause of plugging of the involved bronchi 
with viscid secretions; one may view the 
diseased bronchi directly and estimate the 
extent of the disease. And it plays an emi- 
nent role as a temporary palliative measure 
in alleviating cough, lessening the quantity 
of expectorated matter and promoting easier, 
freer respiration. 


ARTIFICIAL PNEUMOTHORAX 


It is not always possible to produce an 
artificial pneumothorax in bronchiectatie pa- 
tients. All too often, the pleurae have become 
inflamed by extension of the bronchial disease 
peripherally, and the visceral and parietal 
leaves have become firmly bridged by adhe- 
sions. However, the introduction of air into 
the pleural space whenever it is possible, will 
offer several advantages to the surgeon. The 
pneumothorax will compress the lung paren- 
chyma to a greater extent than it does the 
bronchi, and thus will assist in the evacuation 
of pus from the ectatie bronchi. Under roent- 
gen examination, it may show presence and 
position of any pleural adhesions. It is, too, 
a mechanical aid in the surgical entry into 
the pleural space. But by far its most im- 
portant function is to adapt the pulmonary 
and circulatory systems—the heart, the great 
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vessels and the contralateral lung—to a re- 
vised and increased intrathoracic pressure, 
and thus mechanically to stabilize the medi- 
astinum, preventing hazardous mediastinal 
flutter when the chest is opened. It is true, 
of course, that properly administered positive 
pressure type of intubation anesthesia reduces 
such mediastinal aberrations to a negligible 
factor; however, it is equally true that pre- 
liminary artificial pneumothorax creates for 
the lung and mediastinal structures a condi- 
tion which most closely approximates that 
which will be brought into operation when 
the chest is opened. An initial, partial pneu- 
mothorax of about 1% L. of air given about 
two days before operation and reenforeed 
with an additional 1,500-2,000 ee. of air the 
evening before operation should result in 
satisfactory collapse. Failure to establish an 
artificial pneumothorax should not cause un- 
due anxiety; it is, in a sense, a ‘‘good sign.’”’ 
Extensive pleural adhesions intimate the 
probability of a soundly stabilized medi- 
astinum. However, it should also prepare 
the surgeon to meet the technical difficulties 
incumbent in adherent pleural surfaces. 


CHEMOTHERAPY 


In addition to diminishing the amount of 
bronchial secretions, it is equally important 
to clear up the infection itself as much as is 
possible. Strenuous efforts should be directed 
towards this end, for this latter feature is 
important in the reduction of postoperative 
complications, mainly that of postoperative 
empyema and of frequently associated 
bronchopleural fistula. Almost always some 
degree of contamination of the pleural cavity 
must occur during operation. Manipulation 
of the lung incident to or following section 
of the bronchus frequently squeezes some of 
the infected secretions out of the bronchial 
stump and into the pleural cavity. This 
favors the production of postoperative empy- 
ema. If the virulence of the mixed bacterial 
flora which flourishes in the bronchiectatic 
accumulations can be attenuated, much will 
have been accomplished toward reducing the 
incidence of severe pleural infection. Atten- 
tion should be directed to both aerobic and 
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anaerobic organisms, for the latter are promi- 
nently present. Since anaerobic bacteria do 
not flourish in an atmosphere predominantly 
oxygen, a liberal supply of this gas should 
be provided for supplementary breathing. 
Oxygen may be given either by an intranasal 
catheter or, preferably, an oxygen mask. A 
suggested regime is oxygen inhalation for 
periods of two hours alternating with two 
hours of normal breathing during the wak- 
ing hours of the patient. Such a course of 
treatment will, after several days, produce not 
only a change in the character of the sputum 
from a foul to a non-foul type, but will also 
markedly diminish the quantity of this ex- 
pectoration. Oral sulfonamide therapy insti- 
tuted one week before operation, at a dosage 
of about 6-8 Gm. daily, will not cure the 
disease, but it will reduce the virulence of 
the aerobic bacteria. 

A more recent and more effective agent 
which may be used to combat the pyogenic 
bacteria is penicillin. Four days to one week 
before operation the patient should be started 
on a course of penicillin. This may be given 
in doses of 15,000—-20,000 units, intramuscu- 
larly injected, at three hour intervals day 
and night. Penicillin may also be admin- 
istered orally. The inhalation route has also 
been employed, and in many ways it is my 
preferred method as a preoperative regime. 
Combined with oxygen, it may be given by 
a nebulizer through a nasal catheter in a 
finely atomized stream of penicillin solution. 
This method allows the penicillin to penetrate 
down to the bronchial dilatations, where it 
acts directly on the purulent matter. Intra- 
tracheal injections of penicillin solution will 
more effectively introduce the antibiotic agent 
into the bronchial accumulations, and in 
greater concentration. In this method 100,000 
units is dissolved in 5-10 ce. sterile distilled 
water; the solution is then injected directly 
into the trachea and is allowed to gravitate 
to the diseased sites. A laryngeal mirror and 
a syringe carrying a curved metal cannula 
ave necessary to introduce this solution under 
mirror vision between the cords and into the 
trachea. Ofteri a preliminary cocainization 
is advisable to obtund the cough reflex. This 
method of injecting directly into the tracheo- 
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bronchial tree is highly efficient in quickly 
reducing the number of the susceptible bac- 
teria, and it effects an extraordinary reduc- 
tion in the quantity of expectoration. 


BLOOD AND FLUID BALANCE 


The maintenance of an adequate fluid and 
mineral salt equilibrium must be assured. 
The red blood cell count and the hemoglobin 
determination have already been made and 
deficiencies corrected as indicated. In addi- 
tion, considerable loss of blood is to be antici- 
pated during surgery, and preparations 
should be made to replenish this blood loss 
with intravenous transfusion of plasma or, 
more preferably, citrated whole blood, so that 
systemic and operative shock do not develop. 
An ankle vein is often the most convenient 
site for the insertion of the needle. At 
other times, the operating room set-up makes 
this difficult, and a vein in the forearm 
can be used. Normal saline solution or 5 
per cent glucose solution in normal saline 
should be running well before the first in- 
cision is made. Should difficulty be encoun- 
tered with the intravenous administration of 
fluid, precious time must not be wasted. The 
surgeon should not hesitate to cut down to 
the vein itself and insert the needle directly 
into the lumen of the vessel. A safe procedure 
is to insert a Lindemann needle into the vein 
the morning of operation. Obviously it is 
by far better that the patient survive the 
major operation with a small additional in- 
cisional sear on his arm or leg than that he 
expire without one! This intravenous flow 
should be maintained throughout the opera- 
tion, the fluid changed from saline to blood 
as indicated. At least 144-2 L. of whole 
citrated blood and 2 L. of saline solution will 
in general be necessary to maintain the 
patient. 

DIET 


A bland, nonirritating diet, free of harsh 
foods difficult to digest should be supplied. 
The diet should be sufficiently nourishing to 
provide an abundant supply of glycogen. Fre- 
quent meat courses or highly seasoned foods 
are avoided, and a carbohydrate diet is 
stressed. Solid foods should not be taken by 
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the patient for six hours before he enters three hours, respectively, before operation. 


the operating room. The lower intestinal 
tract should be cleansed, and it should be 
kept clean. A drastic purge is inadvisable. 
A soapsuds enema may be given the evening 
before and repeated the morning of opera- 
tion. Fluids by mouth should be restricted ; 
they are completely withheld a few hours 
before operation. 


MEDICATION AND NURSING CARE 


A good night’s sleep, free of disturbances, 
apprehensions and misgivings, is provided by 
a narcotic at bedtime. On the day of opera- 
tion, morphine sulfate, 0.01 Gm., and atropine 
sulfate, 0.0004 Gm., are given by hypodermic 
injection one hour before operation. Pheno- 
barbital, or a similar sedative, should be 
given in two doses of 0.09 Gm. each, one and 


An antiseptic mouth wash given the morning 
of operation will cleanse the oral cavity. Any 
infections of the mouth should have been 
cleared up by adequate treatment. 

With the operation competently conducted 
and surgical misadventure lacking, these pre- 
operative measures are more than sufficient 
to support the bronchiectatic patient under- 
going lung resection to the time when post- 
operative treatment is instituted. It will 
give him the best chance and present least 
opportunity for development of postoperative 
complications. 
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National Assembly of the United States Chapter of the International College 
of Surgeons to be held at the Palmer House from September 28 to October 4, 
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The Prone Position in Thoracic Surgery” 


RICHARD H. OVERHOLT, M.D. ann FRANCIS M. WOODS, M.D. + 
BOSTON, MASSACHUSETTS 


NE of the serious problems of pul- 

monary and indeed of all intrathoracic 

surgery is the management of intra- 
bronchial discharges. These may be purulent 
exudates, secretions or liquefied and frag- 
mented tumor tissue. It is impossible to 
prevent the escape of all such materials into 
the bronchial tree during operative pro- 
cedures. Large or sudden outpourings of 
such discharges may flood the bronchial tree 
and literally drown the patient. Smaller 
flows may occlude individual bronchi pro- 
Organisms may thus be 
transplanted in damaging numbers’ from 
diseased to healthy pulmonary segments, 
producing a spread of such diseases as tuber- 
culosis. Fragments of tissue have been known 
to break off from an intrabronchial tumor 
and occlude a contralateral bronchus. 

Several methods of handling such dis- 
charges are universally accepted. Broncho- 
scopic aspiration is often practiced either 
before or after operation and sometimes both. 
Aspiration of the trachea, usually through 
an endotracheal tube, is carried out at inter- 
vals during the operation. If secretions from 
a pulmonary segment to be resected are 
copious, its bronchus is ligated at the earliest 
practical point during the operation. Unnec- 
essary manipulation and compression of the 
lung is avoided. 

Efforts have been made to protect the 
normal lung from discharges by inserting 
into its main bronchus an endotracheal tube 
with inflatable cuff. By inflation of the cuff 
the space between the tube and the bronchial 
wall is obliterated and discharges cannot pass. 
However, an endotracheal tube with inflatable 


ducing atelectasis. 


*Read at the Eleventh National Assembly, U. 8. 
Chapter, International College of Surgeons, Detroit, 
Michigan, October, 1946. 

+ From the New England Deaconess Hospital, Boston, 
Mass., and the Department of Surgery, Tufts College 
Medical School. 
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cuff sufficiently small for insertion into a 
mainstem bronchus is not large enough to 
insure adequate oxygenation. Moreover, it is 
extremely difficult to put such a tube into 
the left mainstem bronchus because of the 
sharp angle between it and the trachea. In 
addition, such a tube in the first part of the 
right mainstem bronchus will oeclude the 
right upper lobe bronchus which lies almost 
opposite the carina; this would force the 
patient to depend entirely on the right lower 
and middle lobes. It is often undesirable to 
cut off the airway to the lung on the operative 
side because the function of some healthy 
pulmonary tissue may be discarded. Fur- 
thermore, the anesthetist cannot reinflate the 
lung when desired. 

Attempts have been made transbroncho- 
scopically to pack off the bronchus to the 
lung on the operative side. However, a suf- 
ficiently tight packing will result in severe 
coughing. 

Even with the most careful attention to 
all of the accepted methods of preventing 
and handling intrabronchial discharges, it 
can be shown that considerable amounts may 
escape into the tracheobronchial tree. 

The high incidence of spread of active 
disease to the normal lung, which formerly 
followed pneumonectomies and lobectomies 
for tuberculosis, led us to attempt controlling 
the outpouring of secretions by gravity. In 
the lateral position, most commonly used for 
intrathoracic operations, the diseased lung is 
uppermost ; intrabronchial discharges tend to 
eravitate through the mainstem bronchus of 
the upper or diseased lung into the mainstem 
bronchus of the lower and usually healthy 
lung. It seemed likely that if the diseased 
lung could be kept lower than the healthy 
lung that this gravitation might be prevented. 
A new position had to be devised in which 
the side of the chest to be operated upon 
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would be lower than the opposite side without 
sacrificing adequate exposure or the ability 
to carry out the accepted means of handling 
the intrabronchial discharges. The patient 
is placed in the prone position with the opera- 
tive side slightly lower than the opposite 
side. The head of the table is lowered so 
that discharges gravitate through the trachea 
toward the mouth. This is accomplished by 
using a modification of the cerebellar head 
rest. A special frame was made to hold a 
cerebellar head rest and adjustable shoulder 
supports. The hips are elevated from the 
table about 8 in. by a low platform or a 
special canvas sling. The abdomen and chest 
hang free above the table. The head and 
shoulders are supported. on the cerebellar 
head rest and the shoulder supports. Suspen- 
sion of the body between the shoulders and 
hips is necessary to allow the periscapular 
incision to be carried well around anteriorly. 
The chest and abdomen are also free of any 
compression which might -limit freedom of 
respiration. Not infrequently in the prone 
position, when abundant secretions are pres- 
ent, large amounts of discharge gravitate to 
the outside through the endotracheal tube. 

In other diseases such as lung abscess and 
bronchiectasis where large amounts of intra- 
bronchial discharges occur, the prone position 
has the same usefulness. Its importance is 
somewhat less in diseases such as carcinoma 
of the lung not associated with suppuration 
or in extrapulmonary diseases requiring in- 
trathoracic surgery. However, we have found 
many unexpected incidental advantages to 
the position and have gradually come to using 
it for virtually all intrathoracic work. 

It is our impression that pulmonary fune- 
tion is better in the prone position than in 
the lateral position. The chest and abdomen 
hang completely free of compression, whereas 
in the lateral position the patient’s own 
weight restricts expansion of the dependent 
and normal side. In the lateral position with 
the chest open the mediastinum drops some- 
what down, thereby compressing to some de- 
gree the dependent contralateral lung. This 
is important because the lung in the open side 
of the chest is usually collapsed during opera- 
tion. With the body prone, the mediastinum 
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hangs in its usual midposition. The normal 
lung is allowed a full range of expansion. 
Certainly the prone position is tolerated 
excellently without shock or respiratory em- 
barrassment in most instances. 

A number of technical advantages of the 
prone position have been noted. If care is 
taken to carry the posterolateral incision well 
around anteriorly, the exposure is fully as 
wide as in the lateral position. The surgeon 
is able to sit down comfortably during much 
of the operation which is an important con- 
sideration in exacting procedures of several 
hours’ duration. Incidentally, visitors who 
stand behind the operator are afforded an 
excellent view of the field. In the same way 
the nurse who adjusts the light from time 
to time can do so more accurately, and photog- 
‘raphy can be carried out without lengthy 
interruption. In the prone position the 
approach to the hilum is considerably facili- 
tated. The bronchi are on top and are more 
easily treated before proceeding with other 
structures. Since the mediastinum and lung 
do not fall away from the opening, the oper- 
ator is less liable to make traction on the 
hilum in maintaining exposure. Tension on 
the hilum predisposes to vagal reflexes which 
slow the heart and may produce sudden 
death. The great vessels of the hilum are 
likewise easily approached. Should serious 
hemorrhage occur, the blood does not well up 
and obscure the field as it may in the lateral 
position. On the contrary, it flows out of 
the wound leaving the field clear. Closure 
of the wound is accomplished easily because 
there is less spreading of the wound. Realine- 
ment of the rib eage and the chest wall 
muscles is therefore more exact. 

Minor disadvantages have been noted. The 
second assistant is in a less comfortable posi- 
tion. The first assistant generally stands on 
the same side of the table as the operator 
while the second assistant may have to vary 
his position. When he is on the opposite side 
of the table, he is forced to lean over to see 
the operative field. The anesthetist cannot 
see the face well and therefore may have 
some difficulty in adjusting the endotracheal 


(Continued on page 222) 








Relief of Pelvic Pain by Sympathectomy and Intraspinal 
Alcohol Injections* 


J. P. GREENHILL, B.S, M.D., F.A.CS., F.LCS, 
CHICAGO, ILLINOIS 


ELVIC pain in women is a frequent 
complaint when it is acute as in rupture 
of an ectopic pregnancy or of a corpus 
luteum cyst or sudden torsion of an ovarian 
cyst. Operation relieves the pain instantly. 
Likewise, in many cases in which pain is 
chronic, as in pelvie inflammatory disease 
and endometriosis, an operation that removes 
the source of the pain brings relief. However, 
there are many women who suffer severe pain 
and in whom removal of its cause is either 
impossible or inadvisable. In this category 
are women with inoperable carcinoma of the 
uterus, severe dysmenorrhea, women sub- 
jected to repeated unsuccessful laparotomies 
for the relief of pain and young women with 
endometriosis who should not be castrated. 
For the intractable pain associated with 
carcinoma of the uterus, particularly of the 
cervix, most physicians prescribe an opium 
derivative such as morphine, pantopon, co- 
deine or dilaudid. These drugs are tempo- 
‘arily helpful, but eventually the patient 
becomes refractory to them. The reasons for 
this inadequacy are: (1) the potential toler- 
ance for the drugs increases enormously so 
that larger and larger doses are required, 
resulting in a constant monetary increase 
for the drugs until the poor patient can no 
longer afford them; (2) in some people the 
opium derivatives produce nausea and vomit- 
ing; (3) a few individuals become drug 
addicts. 

To secure more or less permanent relief 
of the excruciating pain which is associated 
with cancer of the uterus, severe dysmenor- 
rhea, endometriosis and the distressing pain 


*Read at the Eleventh National Assembly, U. 8S. 
Chapter, International College of Surgeons, Detroit, 
Michigan, October, 1946. 

+ Professor of Gynecology, Cook County Graduate 
School of Medicine. 


of unknown origin, I recommend two useful 
procedures. The first is pelvic sympathectomy 
or removal of that part of the sympathetic 
nerve plexus known as the presacral nerve 
or the superior hypogastric plexus. The 
second is intraspinal injection of alcohol. 

Sympathectomy is an operation that any 
surgeon may perform readily. The risk in- 
volved is slight, the technic is not complicated 
and local infiltration anesthesia may be used 
for a large part of and in some instances for 
the entire operation. Furthermore, since the 
abdomen must be opened to carry out this 
procedure, it enables one to determine the 
extent of the growth of endometriosis, the 
amount of carcinomatous involvement and 
any pathologie process not discovered before 
the operation. 

Of the two questions that are rightfully 
raised the first is whether the fibers of the 
sympathetic system are really sensory. 
Ranson ! confirmed the proof that was offered 
by Edgeworth. All the motor fibers degen- 
erate, but the sensory fibers remain intact if 
the roots of the spinal nerves are cut proximal 
to the spinal ganglions. 

Vasoconstriction of the blood vessels of the 
internal genital organs and inhibition of the 
secretion of the genital glands are produced 
by the hypogastric plexus, whereas that of 
the parasympathetic nerves is an opposite 
effect. The normal menstrual cycle is not 
altered by section of the superior hypogastric 
plexus, nor does it interfere with uterine 
contractions during labor. Neither does sec- 
tion produce glandular atrophy or any dis- 
turbance in the motor function of the bladder 
or rectum. Therefore, the nerve fibers of 
the superior hypogastric plexus are sensory 
and not motor. Their function is to carry 
sensations from the internal genital organs 
to the medullary centers. Hence, resection 
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of the portion of the superior hypogastric 
plexus above the hypogastric ganglion is a 
simple way of relieving a patient of severe 
pain arising in the pelvic organs. 

The second question concerns any possible 
harm that may follow removal of a portion 
of the sympathetic nervous system. Ranson 4 
states that Cannon and his students com- 
pletely removed ‘‘the sympathetic chain on 
both sides, from the highest cervical to the 
lowest sacral ganglion. Such completely sym- 
pathectomized cats have lived under labora- 
tory conditions for many months. Everything 
indicates that almost any part of the sympa- 
thetic system can be removed without seri- 
ously endangering life.’’ 


TECHNIC OF PELVIC SYMPATHECTOMY 


Cotte? recommended the operation to be de- 
scribed. Since some patients who are subjected 
to this operation are poor surgical risks, it is best 
to open the abdomen under direct infiltration anes- 
thesia. The rest of the operation is readily per- 
formed under a short ethylene or ether anesthesia 
or even under infiltration anesthesia. The patient 
is placed in the Trendelenburg position after a 
midline incision of 10-12 em. has been made from 
the umbilicus down toward the pubis. After the 
peritoneal cavity is opened, the small intestine is 
packed off and the sigmoid and rectum are pushed 
to the left side and held there with a wide 
retractor. Then the uterus, adnexa and bladder 
may be inspected readily and palpated to deter- 
mine the extent of the pathogenic processes. One 
may also detect a complication that can be reme- 
died surgically. The area of the two lower lumbar 
vertebras and the upper part of the sacrum is 
exposed. In some thin women the presacral plexus 
can be seen immediately beneath the peritoneum. 
Whether or not the plexus can be seen, the parietal 
peritoneum above and in the middle of the sacral 
promontory is elevated and incised. This incision 
is exténded upward and down along the sacrum 
for 4-5 em. A layer of fibrocellular connective 
tissue, covered by adipose tissue, will be exposed 
when the peritoneal flaps are pulled aside. This 
tissue ean be separated easily from the peritoneum 
and the lower end of the aorta without hazard. 
The presacral plexus lies in this layer of tissue. 
With an aneurysm needle the tissue is elevated at 
the bifurcation of the aorta and the dissection is 
carried to a still higher level. As this is done, it 
will be observed that in most instances the tissue 
spreads out triangularly. The middle sacral artery 
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should be pushed away from the nerve, but if it 
is injured it can be ligated readily. 

After the dissection is earried as high as it is 
desired, the layer of nerve tissue is separated from 
the underlying tissue beyond the sacral promon- 
tory into the pelvic cavity. The plexus in this 
area is divided into two hypogastric nerves; hence 
it is necessary to dissect each nerve separately. 
At least 2 or 3 em. of each hypogastric nerve 
should be resected in addition to four or more 
centimeters of the superior hypogastric and the 
intermesenterie plexuses. The layer of fibrous 
tissue, containing the hypogastrie nerves, is much 
more resistant than that containing the presacral 
plexus. As the dissection progresses, nerve fila- 
ments projecting outward will be encountered. 
These should be followed as far laterally as pos- 
sible before they are cut. In most instances, 
ganglions will be included in the resection. It is 
preferable to remove the dissected tissue in one 
piece. It is not necessary or advisable to ligate 
the presacral plexus or the hypogastric nerves 
before cutting them, because only insignificant 
vasa nervorum are in intimate contact with them. 
Rarely is bleeding, requiring more than simple 
temporary pressure to check it, encountered. 
(When the mesosigmoid is extremely short, injury 
to the inferior mesenteric vessels must be avoided.) 
After the nerve tissue is resected, the posterior 
parietal peritoneum is sutured with plain catgut, 
and the abdominal wall is closed in the customary 
way. Since women with inoperable carcinomas 
are usually eachectic and therefore exhibit poor 
wound healing, silkworm gut or other permanent 
suture material should be used in closing the 
abdominal wall. 


INDICATIONS 


Pelvie sympathectomy will almost com- 
pletely relieve the intractable pain in about 
half of the cases of Group IIT and Group IV 
carcinomas of the cervix, and it will partially 
relieve many more. The operation ® should 
be performed as a prophylactic measure in 
all cases in which a laparotomy is done for 
carcinoma of the cervix or the corpus. Should 
recurrences of the cancer follow the pro- 
cedure, there will be considerably less pain 
than if the sympathectomy had not been 
performed. It has recently been reported 
by de Sousa Pereira’ that in women with 
cancer of the cervix subjected to pelvic sym- 
pathectomy, the results of postoperative 
irradiation are better than if sympathectomy 
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had not been performed because the vaso- 
dilatation produced by the sympathectomy 
improves the circulation. 

Pelvic sympathectomy is also indicated in 
selected cases of primary dysmenorrhea in 
which all medication, including hormones and 
minor surgical measures, has been tried with- 
out avail. The results in dysmenorrhea are 
excellent. Thus far 1° have not had a failure 
in my dysmenorrhea cases. 

Another but infrequent indication for 
pelvic sympathectomy is persistent pain in 
the lower abdomen not relieved by repeated 
laparotomies. Occasionally women are seen 
who have had several laparotomies for the 
relief of pain. Usually the first operation 
was an appendectomy, then an operation for 
an ovarian cyst and then one or more opera- 
tions for adhesions. . In such women, even if 
the cause of the pain is not removed, dramatie 
relief will follow pelvie sympathectomy. 

Still another field of usefulness for pelvic 
sympathectomy is in cases of endometriosis 
in which conservatism is advisable. Of 
course if both ovaries are removed, the endo- 
metriotic areas cease to grow. However, 
castration is not desirable in young women. 
In all instances in which conservatism is 
desired, a pelvic sympathectomy should be 
performed. The operation not only relieves 
pain but also it appears to have some bene- 
ficial effect on the endometriosis, probably 
due to the vasodilatation which follows the 
procedure. 


INTRASPINAL (SUBARACHNOID) ALCOHOL 
INJECTIONS 


The injection of alcohol into nerves for 
the relief of pain has been used for many 
years, but not until recently has it been 
employed for the relief of pelvie pain. In 
1930 Dogliotti® recommended subarachnoid 
injection of aleohol for the relief of pain. 
He chose the subarachnoid space because this 
area is the most central one for attacking 
the nerve roots and its injection prevents all 
painful peripheral stimuli from reaching the 
medullary centers, even if the stimuli act at 
the level of the spinal ganglions, the inter- 
vertebral foramina or the spinal roots. 

Absolute aleohol is the preferred drug 


PELVIC PAIN 


220 


MAR.-APR, 
1947 


because it has no secondary toxic effects. It 
is easily and rapidly diffused and it has a 
specific gravity much lower than that of the 
spinal fluid, hence its rise immediately affects 
the nerves. 

Most of Dogliotti’s patients had sciatic 
pains but not one of them had carcinoma 
of the genitals. The first reported cases on 
the use of intraspinal alcohol injections for 
cervical carcinoma appeared almost simul- 
taneously in 1934 by Saltzstein* and by 
Stern.*® 

In 1934 1% 7° began using intraspinal in- 
jections of alcohol for excruciating pain asso- 
ciated with malignancy in the female pelvis. 
In a series of well over 100 cases of Group IIT 
and Group IV carcinoma of the cervix treated 
by Schmitz and myself, complete relief was 
obtained in about 60 per cent and partial 
relief in 10 per cent. The relief usually lasts 
many months—in many instances until the 
patient dies of the cancer. The only patients 
with inoperable carcinoma of the cervix who 
are not suitable candidates for intraspinal 
aleohol injections are those whose pain is in 
the renal area and in the parametrium from 
stricture of the ureter associated with hydro- 
ureter and hydronephrosis. The technie of 
intraspinal (subarachnoid) injection of aleo- 
hol is simple, and it is performed quickly 
and with little discomfort. However, since 
there is a possibility that in some cases the 
spinal cord may be injured, the procedure 
should be used only in eases of cancer. 


TECHNIC OF INTRASPINAL ALCOHOL INJECTION 

No preliminary medication is given because the 
observation of the immediate effects of the injee- 
tion is desired. The pain in most patients with 
advanced carcinoma of the pelvie organs is more 
intense on one side than it is on the other side. 
The patient is placed on the side opposite to that 
in which most of the pain is present. A pillow or 
pad is placed under the pelvis and side to elevate 
the sacral and lumbar portions of the spine, the 
back is arched as much as possible, the body is 
turned somewhat ventrally and the head is lowered 
slightly. By placing the patient in this position 
the sacrolumbar area of the spine is raised to the 
highest level, and at the same time the posterior 
or sensory nerve roots are eaused to lie hori- 
zontally. The anterior or motor nerve roots come 
to lie in a plane that is usually out of reach of 
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the alcohol. Even if the motor nerves are not 
removed from the field of the alcohol, as occurs 
in the cauda equina, they are often not affected 
because sensory nerves are more susceptible than 
motor fibers to the effects of alcohol. This is 
because the sensory nerves have less myelin. 

The patient should be held in the proper posi- 
tion. A weak solution of iodine or other antiseptic 
is applied over the Jambar and upper sacral areas. 
Injection is made in the second, the third or 
(usually) the fourth lumbar interspace with an 
ordinary lumbar puncture needle with a_ stylet. 
Novoeaine is injected into the skin before the 
needle is inserted into the desired interspace 
just as for an ordinary lumbar puncture. After 
the needle is in the subarachnoid space, as evi- 
denced by the flow of spinal fluid, 0.75 ee. of abso- 
lute or 95 per cent aleohol is injected into the 
cerebrospinal fluid. For this purpose it is best 
to use a tuberculin syringe to ascertain that not 
more than 0.75 ee. of the solution is injected. 
Furthermore, the aleohol must be injeeted very 
slowly, drop by drop; about two minutes is 
allowed for the injection of the 0.75 ce. The 
aleohol rises and immediately surrounds the pos- 
terior roots because its specific gravity is about 
(0.806, whereas that of the spinal fluid is 1.007 to 
1.001. No spinal fluid should be drawn into the 
syringe to mix with the aleohol. After the injee- 
tion is made, the needle is withdrawn and the 
puncture hole is covered with sterile gauze and 
adhesive. 

Before the injection is completed, the patient 
will complain that the upper leg feels numb or 
hot and that she eannot move her leg. This numb- 
ness is almost routine after the injection, but it 
disappears spontaneously after a few hours or 
days in most instances. In spite of what the 
patient says coneerning her inability to move the 
leg, when she is requested to do so she will 
encounter no difficulty. At the same time that 
the patient remarks about the numbness she also 
says, either voluntarily or in answer to a query, 
that the pain has disappeared. The results are 
better if the patient is permitted to lie on the side 
for some time. Therefore she should be kept on 
the side for two hours after the injection; then 
she is permitted to get up and walk around. At 
times a patient may find difficulty in getting up 
from a chair beeause her “leg is asleep.” In other 
instances the leg feels heavy and the patient ex- 
periences some trouble in walking up steps because 
the knee flexes readily. These sensations usually 
disappear in a few hours, although in some pa- 
tients they may be present for a number of weeks. 

Nearly all ambulatory patients may be _ per- 
mitted to go home within three hours after the 
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injection without ill effects. However, it may be 
best to keep a patient in a hospital for 24 hours 
after the injection. I should like to emphasize 
that the intraspinal injection of aleohol may be 
carried out easily in a patient’s home. This is 
important since many individuals with cancer are 
bedridden at home, and there is no need to subject 
them to the inconvenience and expense of  trans- 
porting them to office or hospital. 

If the patient has pain on both sides, an intra- 
spinal injection of alcohol is made a week later 
with the patient lying on the opposite side. The 
same amount of alcohol is injected. 


COMPARISON OF RESULTS 


An analysis of my cases of carcinoma of 
the cervix, treated by pelvic sympathectomy 
and by alcohol injections, revealed that better 
results were obtained with intraspinal injec- 
tions. In addition to the greater percentage 
of patients relieved by injections of alcohol, 
this procedure is far simpler than sympathee- 
tomy, since it does not require hospitalization. 
Therefore, I believe that all women who have 
severe pain associated with carcinoma of the 
cervix should have an intraspinal injection 
of aleohol. More than half of such women 
will obtain complete relief and in a few 
others the benefit will be partial. 

Intraspinal injections of alcohol should be 
used only in women with cancer, because there 
is definite risk of injury to the spinal cord. 
For women who have excruciating pain due 
to other causes, such as menstruation, endo- 
metriosis and unknown causes, pelvic sym- 
pathectomy is preferred. 


SUMMARY 


I have briefly described two procedures 
which may be used to relieve intractable 
pelvic pain in women. One of these pro- 
cedures, pelvic sympathectomy, has proved 
most helpful in cases of carcinoma of the 
uterus, dysmenorrhea, endometriosis and 
pelvie pain of unknown etiology. In inop- 
erable cases of cancer, pelvic neurectomy is 
helpful not only for the relief of pain but 
also as a prophylactic procedure at the time 
of hysterectomy. Likewise, pelvic sympathec- 
tomy is of great benefit in cases of endo- 
metriosis treated conservatively, not only 
because it relieves the pain but also because 
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it apparently improves the endometriosis. 
Nearly all cases of severe primary dysmenor- 
rhea can be cured by sympathectomy, but 
this operation should not be done until all 
conservative measures have proved futile. 
Finally, in cases subjected to a number of 
laparotomies without relief of pain, pelvic 
sympathectomy will yield spectacular results. 

Intraspinal (subarachnoid) injection of 
aleohol is another means of obtaining relief 
from excruciating pelvic pain. This pro- 
cedure is much simpler than pelvic sym- 
pathectomy, and does not even require hos- 
pitalization. Furthermore the percentage of 
patients with uterine carcinoma who obtain 
relief is higher than with pelvic sympathec- 
tomy. Nevertheless, because this procedure 
may injure the spinal cord, it should not be 
used for any individual except one with 
cancer. 


PRONE POSITION 


(Continued from page 217) 


tube or the anesthesia connections. The spe- 
cial framework to hold the cerebellar head 
rest and shoulder supports is an additional 
necessary piece of apparatus. We have had 
some difficulty with superficial pressure areas 
developing where the patient’s skin was in 
contact with the head rest and shoulder 
supports. 

The approach to structures other than the 
lung has been found quite satisfactory in 
the prone position. Resection of the sympa- 
thetic chain in suitable cases of hypertension 
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THORACTIC SURGERY 


is conveniently done. The lung falls naturally 
forward exposing the lateral aspect of the 
vertebral bodies where the sympathetic chain 
lies. The dissection can be carried down 
through the posterior attachments of the dia- 
phragm without difficulty. In the same man- 
ner the esophagus is approached for resection 
or vagotomy, and the diaphragm is readily 
opened for necessary mobilization and resec- 
tion or anastomosis of the stomach. Dia- 
phragmatie hernias and mediastinal lesions 
have presented no difficulty in exposure. 
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The Home of the International College of Surgeons—United States Chapter— 
Fifteen Sixteen Lake Shore Drive, Chicago. 


(After an original drawing by Norman H. Gallie.) 
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Editorials 





“And Even the Eagles Have Their Nests” 


A Dream Materialized. . . . United States Chapter of the International 

College of Surgeons Purchases Home in Chicago, Central City of the 

United States of America. A Tribute to the Leadership of Dr. Herbert 
Acuff and His Group of Devoted Coworkers. 


RUE, ‘‘the groves were God’s first 
temples.’? But man, in his effort to 
offer to his deities the tangibility of a 
consecrated edifice, began to build fanes, 
tabernacles and delubri. Man had to fetch 
his gods and his symbols beneath a roof, as 
he did his family and his flocks. He felt that 
it brought them into a more human nearness. 
Chaldea’s places of worship are crumbled 
into the dust that buries many others. India 
and Egypt cherish sacred ruins. In the Celtic 
Isles rude, broken blocks of stone testify to 
even pre-Druidic efforts to erect a home for 
their godheads. 

A large proportion of men of science 
recognize in God the disciplinary life to 
which they have dedicated themselves, seek- 
ing that ‘‘aceumulation of knowledge, sys- 
tematized and formulated with reference to 
the discovery of general truths and the opera- 
tion of general laws.’’ Where medical and 
surgical science is concerned, naturally this 
Websterian definition must be extended to 
include the practice, dissemination and distri- 
bution of this knowledge for the benefit of 
suffering humanity, relieving its physical and 
often, too, its mental ills. 

A scientific organization then, like a human 
family or a religious body, both merits and 
needs a temple of its own. In this instance 
the edifice must be the lodging for the busi- 
ness offices of the College as well as afford 
a suitable and dignified center for assemblies 
and council gatherings. 

The United States of America is acknowl- 
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edged throughout the civilized world as 
savoring of permanency of structure and of 
government. Comparable in more ways than 
one to an International Lighthouse, what 
more natural than that the United States 
should be the land designated for the physical 
home of the International College of Sur- 
geons. Broken France, outcast Germany, sad- 
hearted Austria and weeping Hungary, tur- 
bulent Russia, swaddled India and the mother 
land of the British Empire are in chaotie 
turmoil still from the aftermath of World 
War II. So age and tradition must both be 
denied and the sturdy young country, with 
rich blood pulsing in its veins, takes over. 

The U.N.O. took sanctuary on the East 
Coast of the United States. The reasons are 
obvious. For a body such as the Interna- 
tional College of Surgeons, with its inherently 
protean interests, a more central location is 
patently desirable. Chicago, Cook County, 
Illinois, is the spherically largest centrally 
located city on the North American continent. 

To build was impossible under present 
conditions. An attempt to establish a home 
in New York failed. To buy, at long last, 
became a necessity. The long cherished 
dream of Dr. Herbert Acuff, President of the 
United States Chapter of the International 
College of Surgeons and recently elected 
President of the Southeastern Surgical 
Association, approached fulfillment when it 
was rumored that the beautiful home of the 
late Edward Tyler Blair might be acquired. 
He did not hesitate, he did not waver. 
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Flushed with the love for the College and 
all it stands for, he promptly set to work 
with his Executive Council, brushed aside all 
obstacles (and there were many) and never 
rested until the signatures were affixed to the 
legal documents of purchase. More power 
to his leadership! 


The Blair mansion stands in the very heart 
of the most select section of Chicago. This 
four-story, many-roomed building, — con- 
structed of gray Bedford stone, is one of 
the finest examples in America of that archi- 
tectural period known as the Italian Renais- 
sance, Iuxteriorly and interiorly this edifice 
ean fetch no quibble from the most hidebound 
perfectionist. The bulk of the fittings, im- 
ported from Italy and France, is authentic 
and rare to the near-point of pricelessness. 
Apart from anything else, the property is a 
solid investment, if only because of these 
appurtenances. The marble fireplaces and 
doorways are all handcarved. From the foyer 
on the first floor to the upper stories winds 
a magnificent marble stairway—the purest 
Carrara marble. 

The mansion was erected at an original 
cost of $350,000, which did not inelude cost 
of the ground. A recent appraisal places the 
replacement value of the building today at 
$231,000 and the ground value between 
$50,000 and $65,000, making a total cost value 
of about $300,000. 

This elegant edifice stands cn a site of 
charm and beauty. Situated at 1516 Lake 
Shore Drive between Burton Place and North 
Avenue, it was built on the southwestern 
curve of the beach as it swings south from 
Belmont Harbor. Lincoln Park is half a 
block away. To the north it is flanked by a 
similarly designed residence, once the home 
of the late multi-millionaire miller, Bernard 
A. Eckhardt. To the south is the third of 
these gray Bedford stone residences, also of 
similar design, built by the F. G. Robinsons 
of ‘‘Diamond Match’’ fame, as a wedding 
present for their daughter, Eleanor, when she 

yas married to Frederick D. Countiss of 
Chicago and Lake Geneva. After Mr. Coun- 
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tiss’ death his widow married Col. Lawrence 
Whiting, Expert Consultant to the Secretary 
of War. Col. Whiting, with Frederick D. 
Countiss, Jr., and Lawrence Whiting, Jr., 
(the two are half-brothers, of course) still live 
there. The Federal Government leased the 
Eckhardt residence after the death of the 
owner and it was turned over to the WAVES. 
Directly to the north of the three ‘‘look- 
alikes’’ stands the gray stone Tudor palace 
built by Richard T. Crane, Jr., in which his 
widow, the former Florence Higginbotham of 
Joliet, continues to reside. 

After Mr. Blair’s death—he had long been 
a widower—in order to close the estate, the 
residence was sold to Joel Goldblatt of the 
retail department store firm of Goldblatt 
Brothers. Mr. Goldblatt decided he did not 
want to attempt to keep up such an elaborate 
establishment in view of the current servant 
shortage and was persuaded through the 
efforts of mutual friends (particularly my 
‘*Kim’’ who not only located the property 
but was able to get substantial reductions in 
the price of purchase already agreed upon) 


to sell it to the International College of 
Surgeons. 


The Blairs to a person throughout the gen- 
erations have always been a most cultured 
group. The late Mrs. Kdward T. Blair was 
before her marriage one of the Virginia 
MeCormicks. In that Lake Shore Drive man- 
sion some of the most sophisticated and 
soignée social gatherings of the generation 
took place. Before the present Duke of 
Windsor became the columnists’ headlight, 
and while he was still the Prince of Wales, 
heir apparent to the British throne and the 
most eligible bachelor of the century, ‘‘ THis 
Royal Highness’’ stopped there during his 
Chicago visit. Mr. Blair’s younger daughter, 
Lucy, who married Howard Linn, is a world 
famous beauty. After her mother’s death, 
Mr. Linn and she made their home with Mr. 
Blair and entertained most graciously. 

The entire family were as much French 
in their leanings as American. During World 
War IT, Miss Edith Blair, who had long 
maintained an apartment in Paris, died in 
a French hospital. One son, Seymour, studied 
music in Munich. Another son, William 
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McCormick Blair, has lived all his life in 
Chicago. His wife is the daughter of Mrs. 
Louise DeKowen Bowen and the late Joseph 
T. Bowen. Mrs. Bowen is renowned as the 
sponsor of Hull Louse. 


If ghosts hover over their mundane habitat 
there will be plenty of cultural aura to speed 
the International College of Surgeons upon 
a felicitous way. 

It is expected to do as little remodelling 
as possible in the construction of offices, 
memorial rooms and libraries in the mansion, 
so as to preserve its multitude of beauties. 
Incidentally, the renowned architectural firm 
of McKim, Mead and White was the original 
architect. The ‘‘White’’ of the firm was the 
late Stanford White, designer of many of 
Manhattan’s most pulehritudinous buildings. 
When he met his death at the hands of a 
bullet shot by the late Harry K. Thaw 
(leaving morals out of the question), 
American architecture suffered tremendous 
bereavement. 


Now, in planning this home for the United 
States Chapter of the College, all due thought 
and tribute have been paid the parent body. 
For the Council of the United States Chapter 
has agreed to a co-ownership for the parent 
body upon fulfillment of lenient conditions 
(the central body is pledged to pay half of 
the purchase price). 

The raison d’étre for the United States 
Chapter is naturally the parent body, the 


International College of Surgeons. In this 
International College is incorporated the 


entire anatomy of the College. All other 
chapters are the component anatomic parts 
to make up the whole. 

This is ever acknowledged by that group 
of staunch, red-blooded virile American sur- 
geons who compose the Executive Council of 
the United States Chapter. True, this is the 
most rapidly expanding constituent chapter 
and so it is proud and happy to make it 
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possible to provide a home for the parent 
body and to pay it this grateful homage. 
Dr. Herbert Acuff, idealist to the last degree, 
just in appraising human values, an inter- 
nationalist in the sense of staunchly believing 
in the brotherhood of men, would not have it 
otherwise, and his Council bows with rever- 
ence to his leadership ! 

With a tipping of the hat to all the Spanish- 
speaking chapters and members of the Col- 
lege, perhaps this sentiment is best expressed 
by the great Cervantes: 

‘*Mi casa es su casa,’’ 

What greater hospitality can there be than 
to exclaim to a friend, ‘‘My house is your 
house’*? 

The International Board of Trustees has 
hung a laurel wreath upon the new doorstep 
of the United States Chapter. As a further 
accolade for merit, upon the lustrous 
streamers of the wreath, indelibly imprinted 
is the message, 

‘*Well done, our son. We are proud of 
youl’’ 


“La science n’a pas de patrie.’’ And in 
times of stress and chaos the sacred vessels 
should be removed to the place of greatest 
safety, to the location least vulnerable to 
attack. To this end has been selected the 
central city of the country which is steadiest 
on its feet at the current writing. Chicago, 
a metropolis of size and circumstance, blessed 
with unexcelled medical centers, and educa- 
tional and research institutions, opens its 
doors to the surgeons of the world. To the 
surgeon practicing from the Arctic to the 
Antarctic, and through and over the Seven 
Seas and the lands between, travels an invita- 
tion to come and share in the ideals and work 
of the International College of Surgeons and 
to commune with kindred spirits. And thus, 
through the Science and Art of Surgery, a 
fresh milestone is planted in the journey 
towards international amity and to broaden 
the path to peace and understanding. 


Max THOREK 
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Apostles of Surgical Progress at the Dawn of 
Anesthesia and Antisepsis 


PART I 

HEN Billroth died in 1894, the 

chairs of surgery at the outstanding 

universities of Germany and Austria 
and other western European countries were 
occupied by some of his former pupils, his 
first assistants and Dozenten; for instance, 
Czerny was in Heidelberg, Mikulicz in Bres- 
lau, Gussenbauer in Prague and later in 
Vienna, Anton Wolfler in Gratz and later in 
Prague, Gersuny and Nicoladoni in Vienna, 
Von Eiselsberg in Freiburg and subsequently 
in Vienna, Von Hacker in Innsbruck, Narath 
in Utrecht and Kocher in Berne. 

Pursuing the usual shifts and seniority of 
rank in appointments to chairs of surgery 
at German universities, Billroth had served 
in Zurich and then in Vienna, where his work 
received worldwide acknowledgement and 
admiration. 

What greater gift could a man of science 
and leadership in his chosen realm leave to 
the world than that apostolic mission from 
the foremost teachers of the surgical art and 
science which earried on the master’s teachings 
and knowledge for the benefit of mankind? 

Billroth’s fame as a surgeon was so great 
during his entire career that many of his 
other accomplishments have been overlooked 
or obscured by the splendor of his contribu- 
tions to surgical knowledge. 

It is conceded that he was the first sueccess- 
fully to attempt most of the important vis- 
ceral and surgical procedures. In surgical 
pathology and surgical anatomy, his promi- 
nence, originality and leadership weighed 
heavily when he had to make a choice to be 
solely a surgeon or to accept a professorship 
in the new fields of investigation, morbid 
anatomy and bacteriology. 

His charming personality in the social and 
cultural salons, his accomplishments as a 


musician and friend of Brahms enabled him 
to entertain his large coterie of friends among 
whom his great knowledge of poetry and 
prose and his literary wealth received acclaim. 
As a teacher he insisted upon the highest 
standards for the university preparation of 
students, so much so, that in the organization 
of courses and curricula Billroth was 100 
years ahead of his time, even when compared 
with the plans pursued in the leading uni- 
versities of today. Widest cultural back- 
ground was Billroth’s dictum! 

Billroth formed part of that group. of 
leading surgeons of Germany and Austria at 
the beginning of the era of anesthesia and 


antisepsis, which included men like Von 
Langenbeck, Trendelenburg, Von Esmarch, 
Volkmann, Van Bergmann, Billroth and 


Theodore Kocher. The amazing rise of the 
German universities to a point where they 
had become the Mecea for students from 
other countries, had been the work of two or 
three decades immediately preceding the 
ascendancy of Billroth’s influence as a 
teacher, author and skilled surgeon. Those 
were the days of Henle, Koélliker, His, Wal- 
deyer—in anatomy; Ludwig,  Pfliieger, 
Briicker, Heidenhaim—in physiology ; Kiihne 
and Voigt—in physiological chemistry; Vir- 
chow, Von Recklinghausen, Klebs, Loeffler, 
Cohnheim, Weigert—in pathology and_bac- 
teriology; Traube, Wunderlich, Kussmaul, 
Wagner and Leyden—in internal medicine; 
Von Langenbeck, Volkmann, Thiersch, Es- 
march, Billroth and others—in surgery; and 
Von Graefe, Von Hebra, Kaposi, Politzer, 
Sigmund and countless others in their own 
special fields. 

Surgery was just emerging from the Dark 
Ages during the first quarter of the Nine- 
teenth Century. A tremendous impetus was 
given it by the discovery of general anesthesia 
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(ether in America by Morton and Long, and 
chloroform in Europe by Simpson), and by 
Pasteur’s discovery of bacteria or germ action 
in disease. These fundamental facts accele- 
rated the achievements of all these men of 
science by offering surgical relief and new 
surgical procedures made possible only by 
anesthesia, whereas the knowledge of the 
action of germ or sepsis led to the use of 
bactericidal agents or antisepsis. Thus, with 
the aid of painless surgery and antisepsis in 
management of infection, modern medicine 
and surgery made rapid strides by and 
through the apostolic missions of these early 
workers. The German school was leading 
in the new science and discoveries, with such 
men as Virchow and Koch, with Arnold and 
Ernst in Heidelberg, and followers of Roki- 
tansky in Vienna, with Weichselbaum, Ko- 
lisko and Paltauf, and with Laveran, Widal 
and others in pathology and bacteriology ; and 
with Velpeau, Dupuytren and Péan in Paris 
performing their missions in research and 
teaching; with Sir Astley Cooper, Sir Fred- 
erick Treves, Sir Victor Horsley and Spencer 
Wells in England; with Gross, Agnew, Pan- 
coast, Keen, McBurney and Bull, Fenger, 
Senn, Parker and countless others in America. 

It would be incomplete to close this ‘‘Col- 
lege of Cardinals in Surgery’’ without pay- 
ing tribute to many well-known men who 
share by their accomplishments in the prog- 
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ress of our knowledge, and to whom we are 
heavily indebted in the advancement of our 


cause. 
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These disciples and maste:s of surgery, the 
virtual path-finders in the progress of our 
science during the Nineteenth Century, were 
the founders of national prestige and prog- 
ress in Europe and America. An exchange 
and interchange of scientific ideas began, 
until today there are no longer any national 
boundaries in science. 


We are living today in an unlimited sphere 
of international progress and it is here and 
nowhere else that the role of the Interna- 
tional College of Surgeons bespeaks the ad- 
vantages to be gained from teaching -and 
from exchange of national talents into inter- 
national assets. 

We have therefore one world of surgery, 
and the International College of Surgeons 
will see to it not only that we secure the 
highest attainments in ¢ultural background, 
but seek this purposeful compliance with the 
highest possible qualifications, so that the 
surgery of the future will be the natural 
and logical product of merit and efficiency of 
academic, cultural and ethical requirements. 


DEsIDERIO ROMAN 














We note that our invisible friend has been 
extremely busy again, obviously using up more 
than 24 hours per day. He had had somber 
thoughts and some gay ones, and left them here- 
with for our edification. 

Ye Eprror. 
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The Los Angeles Guild of the I. C. S. had the 
good fortune to hear an address by Dr. Linus 
Pauling, Professor of Chemistry at the California 
Institute of Technology, Pasadena, and Chairman 
of the Division of Chemistry and Chemical Engi- 
neering of the same institution, Dr. Pauling chose 
as his topic “The Future of Medical Research,” 
and his words were not only timely and extremely 
interesting, but they presented a challenge to the 
scientific world of today, including, naturally, the 
medical profession. The following résumé of his 
address is offered to the readers for their perusal, 
thought and reflection by a somber “Termite.” 


Medical research of the past has been largely 
isolated, sometimes quite insulated, more or less 
spontaneous and even provineial. It has been 
done mostly in a disconnected and disjointed 
fashion by various scientists or doctors in quite 
isolated groups and in different parts of the 
world; usually they have worked in seeret, their 
experiments unknown to one another and fre- 
quently running along parallel paths. In this era, 
research has of necessity been on a small and 
restricted scale for many reasons, the chief reason 
being financial. 

Despite these handicaps, much progress has 
been made. Many remarkable discoveries were 
made in vaccination and immunology, thereby 
throwing a great barrier of protection around the 
children of the civilized world. The result is: 
better children, more healthy children, children 
better developed physically and mentally. Many 
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of the scourges of childhood have been completely, 
or almost completely banished, such as diphtheria, 
whooping cough, smallpox, typhoid fever; other 
diseases, highly contagious or infectious, have 
been greatly restricted. Thus in pediatrics much 
has been accomplished by research, but the sur- 
face has only been scratched so far. True, there 
is less morbidity and mortality, but the problems 
are becoming more and more complex and thus 
require deeper and more coordinated study by 
all scientists, physicians, physicists and chemists. 
The great frontiers of rheumatie fever, virus 
infections, hay fever and asthma still must be 
explored and conquered, That will require an 
entirely different type of research technic and 
research teams; coordination and dissemination of 
ideas is an essential for the solution of such 
problems. And, of course, not only are the 
problems becoming more difficult, requiring the 
services of many different branches of sciences, 
but their solutions are becoming more and inereas- 
ingly expensive. 

Another field studded with difficulties and prob- 
lems is that of geriatrics. Adult life has been 
lengthened, until at present in the United States 
there are about eleven million persons of 65 or 
older. Many things were learned in the research 
problems to prolong life and to make life more 
comfortable, notwithstanding the process of pro- 
longation. However, many things remain to be 
learned. The degenerative diseases must be more 
thoroughly understood from the standpoint of 
etiology and genetics. The conditions that accom- 
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pany old age must be studied and understood, 
regardless of their difficulties or the expense. 
As yet there is a woeful lack of fundamental 
knowledge of the various diseases and even a 
woeful lack of understanding of the human body 
in its normal and pathologic states. 

An example of this lack of knowledge is given 
by the fact that we have discovered over one 
thousand different products in the urine alone, 
strongly emphasizing that we are still at the 
perimeter of understanding of the urinary tract, 
its excretions, its complications and fundamental 
integration with the body mechanisms in health 
and disease, Recently a few most important leads 
as to presence and progress of cancer were dis- 
covered in the urinary secretions of both normal 
and abnormal individuals. A more intense study 
of sickle-cell anemia and the condition of hemo- 
globin in the blood stream has thrown more light 
on this still most formidable disease. Furthermore, 
the study of protein in its various forms and 
molecular composition and function has given 
glimpses into what may be great vistas of in- 
vestigation and discovery in future times. A 
beginning has been made to use the filtrable viruses 
as means of throwing light on various research 
problems of the present and the future. Special 
reagents, spectographie instruments, chromatog- 
raphy, all are being used by research to push the 
frontiers of the unexplored farther and farther 
into the light of actual understanding. A_ tre- 
mendous field of investigation was opened up: by 
the construction of the electron microscope which, 
by means of electrons, permits a magnification of 
at least one hundred thousand times. For example, 
the filtrable viruses ean be seen with this instru- 
ment and it is, naturally, invaluable for the study 
of proteins, globulin, albumin and the other com- 
ponents of the human body. Once all these com- 
ponents of blood, lymph, proteins, muscle, nerve 
and body exeretions and secretions can be studied, 
new problems and new answers will appear and 
new tools and new weapons of defense against 
the degenerative processes will be ours. 

The overwhelming possibilities of the future 
only emphasize the fact that the twenty-seven 
million dollars, now annually allocated for the total 
medical school budgets, is far too meager a sum 
for the needs. And then, only a fraction of this 
total sum is used for research. Thus it is clear 
that much money will be required. And vast 
armies of research men in all branches of science 
will be needed. The study of the proteins alone 
is so wide a field that both a large amount of 
money and a great number of research workers 
will be kept very busy to determine the structures 
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of proteins in terms of the hundreds of amino 
acid residues, representing more than twenty dif- 
ferent amino acids. 

Again the problem of money is the difficult 
one. At present only the armed forces are in a 
position to do scientific research work on a large 
scale, Attempted legislation to set up a National 
Science Foundation a year ago was defeated for 
various reasons. That proposal was to spend one 
hundred million dollars a year for scientific re- 
search under the direction of a civilian board. 
However, the army and navy this year alone are 
spending two hundred million dollars on their 
research in science and medicine. It seems to us 
that this is not the best plan. Science, scientists 
and the results of their work should be for the 
people and should not be limited by national, 
political, religious or social boundaries. Com- 
plete coordination between the various branches 
of science and the various research workers is a 
primal necessity to establish the basis of research 
for the future. And a way must be found to 
make this coordination a fact. 


Extra Special! Millions of Termites being 
de-housed! The New Home for the International 
College of Surgeons is rich with the memories 
of the past,—but at present it is no place for a 
peace-loving, quiet, retiring and_ self-respecting 
Termite. And furthermore, what with inlaid floors 
of marble and marble walls—it always was the 
Termites nightmare to dream “that I slept in 
Marble Halls.” Fifteen Sixteen Lake Shore Drive, 
Chicago, is certainly a beehive of activity: car- 
penters, plumbers, electricians, decorators, painters 
and Doctor Thorek and his “Fim’’—all seurry- 
ing about in high gear to get things in complete 
readiness for the dedication of the HOME, 
Thursday, Oct. 2, 1947. The ceremony will take 
place during the National Assembly, Sept. 28 to 
Oct. 4, inclusive. 

All of which reminds the “Termite” that it 
must have a place to sleep during those days. 
It is not too early, right now, to make reservations 
for hotel rooms for the National Assembly. Your 
request should be addressed to Dr. Frances D. 
Wolfe, Chairman, Housing Committee, United 
States Chapter, International College of Surgeons, 
c/o Convention Bureau, 33 North La Salle Street, 
Chicago, Illinois. PLEASE ATTEND TO THIS 
AT ONCE! Remember Detroit!!!! 

Much digging-about has given the “Termite” 
some data concerning the highlights of the Assem- 
bly. Prominent speakers from many a foreign 
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land will be on the program. England, Ireland 
and South America, France, Canada and Pales- 
tine and, of course, our good neighbors, the South 
American countries, will be represented, again 
giving that international flavor to the Assembly 
that makes every single meeting of this organiza- 
tion so interesting and vital. In addition to the 
scientific program, there will be the usual colorful 
and inspiring Convocation, with the conferring of 
degrees. The crowning social event will be the 
final banquet. All in all, you can’t afford to miss 
it, dear Brother Scalpel-Wielder, if you want 
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to keep in step with progress and to be ahead 
of our times. Come and listen to Adson and 
Counsellor from Mayo; to Crossman and Allen 
on “how to freeze you”; to Darget of Bordeaux 
and Mandle of Jerusalem; to the Ambassador from 
Argentina, Dr. Ivanissevich and to Dr. Spain from 
Treland; to Cope and Bailey and Lodge from 
England, and to all the others eminent in their 
chosen professions. 


THE TERMITE 
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THE TERMITE LOOKS FOR ROOMS 








THE TWELFTH ANNUAL ASSEMBLY 
of the 
UNITED STATES CHAPTER 
of the 
INTERNATIONAL COLLEGE OF SURGEONS 
will be held in 
CHICAGO, ILLINOIS, on SEPTEMBER 28-30 and 
OCTOBER 1-4, inclusive, 1947. 
Headquarters will be at the Palmer House in that city. 


GENERAL CO-CHAIRMEN 
Raymond W. McNealy, M.D., F.A.C.S., F.I.C.S. 


Karl A. Mayer, M.D., F.A.C.S., F.I.C.S. 

















PROGRAM OF SCIENTIFIC ACTIVITIES OF THE TWELFTH NATIONAL 
ASSEMBLY AND CONVOCATION OF THE UNITED STATES CHAPTER OF 
THE INTERNATIONAL COLLEGE OF SURGEONS 


PALMER HOUSE, CHICAGO, SEPT. 28-OCT. 4, 1947 


The following is a partial list of the Scientific Papers which will be read: 


Adson, Alfred W., M.D., F.A.C.S. 
Professor of Neurological Surgery, Mayo 
Foundation, Minnesota; Neurological Surgeon, 
Mayo Clinic. 
Rochester, Minnesota 
“Neuralgias of the Face: 
Treatment.” 


Anderson, Roger, M.D., F.A.C.S., F.1.C.S. 
Vice-President, U. 8. Chapter, International 
College of Surgeons; Member of Staff, Swed- 
ish and Providence Hospitals; Orthopedic 
Surgeon, King County Hospital; Consulting 
Orthopedist, U. S. Marine Hospital. 
Seattle, Washington 

“Treatment of Fractures in Reverse.” 


Hamilton, F.R.C.S. (Eng.), 

(Hon.), F.A.C.S., F.R.S.E. 
International Vice-President, International 
College of Surgeons; Surgeon, Royal Northern 
Hospital, London; Surgeon and Urologist, 
County Hospital, Chatham; Senior Surgeon, 
St. Vineent’s Clinie and the Italian Hospital, 
Consulting Surgeon, Essex County Council 
and Clacton Tlospital; formerly External 
Hxaminer in Surgery, University of Bristol; 
and General Nursing Couneil. 
London, England 

Subject to be announced 


Diagnosis and 


Bailey, Pi: 


Bartlett, Willard, Jr., M.D., F.A.C.S. 


Instructor in Surgery, St. Louis University; 


Surgeon, Jewish Hospital and St. Louis 
University School of Medicine Group of 
Hospitals; Associate Surgeon, Evangelical 


Deaconess Hospital; Surgeon to the Staff, 
De Paul Hospital; Visiting Surgeon, City 
Sanitarium. 
St. Louis, Missouri 

“The Concept of Pylorie Balance in Ileus.” 


Bates, William, M.D., F.A.C.S., F.I.C.S. 
Professor and Vice-Dean of Surgery, Penn- 
sylvania Graduate School of Medicine; Sur- 
geon, Presbyterian and Babies’ Hospitals; 
Surgeon, Graduate School of the Univer- 
sity of Pennsylvania; Consulting Surgeon, 
Wills Hospital and Philadelphia Home for 
Ineurables. 

Philadelphia, Pennsylvania 
“The Non-functioning Gallbladder.” 
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Berg, Albert A., M.D., F.I.C.S. 

President, International College of Surgeons; 
Consulting Surgeon, Mount Sinai Hospital, 
Hebrew Orphan Asylum, Bernert Memorial 
Hospital, Paterson, New Jersey; Monmouth 
Memorial Hospital, Long Branch, New Jersey; 
Director of Surgery, Beth Moses Hospital, 
Montefiore and Sydenham Hospitals. 
New York, New York 

Subject to be announced 


Blady, John V., M.D. 
Director, Tumor Clinic, Temple University 
Hospital; Consultant on Neoplastic Diseases, 
Shriner’s Hospital for Crippled Children. 
Philadelphia, Pennsylvania 
“The Treatment of Metastatie Cancer in Cervical 
Lymph Nodes.” 


Callahan, James J., M.D., F.A.C.S., F.LC.S. 
Associate Professor of Bone and Joint Sur- 
gery, Loyola University; Professor of Sur- 
gery, Cook County Graduate School of 
Medicine; Attending Surgeon, Cook County, 
St. Anne’s and Holy Cross Hospitals. 
Chieago, Illinois 

“Fractures of the Ankle with Special Reference 
to the Fractures of the Internal Malleolus.” 


Cannaday, John E., M.D., F.A.C.S., F.I.C.S. 
Vice-President, U. 8. Chapter, International 
College of Surgeons; Chief, Surgical Service, 
Charleston General Hospital; Member Board 
of Governors, American College of Surgeons. 
Charleston, West Virginia 

“The Use of Cutis Grafts in Surgery.” 


Cole, Warren, M.D., F.A.C.S. 
Professor of Surgery and Head of Dept. of 
Surgery, University of Illinois. 
Chicago, Illinois 
“Surgical Treatment of Benign Lesions of the 
Stomach.” 


Collins, Donald C., M.D., F.A.C.S., F.LC.S. 
Assistant Professor of Surgery, College of 
Medical Evangelists, Los Angeles; Visiting 
Surgical Pathologist and Junior Attending 
Surgeon, Los Angeles County General Hos- 
pital; Member Senior Attending Staff, Holly- 
wood Presbyterian Hospital. 

Hollywood, California 
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“Present Concepts in the Management of Both 
Chronie and Acute Appendicitis.” 


Compere, Edward L., M.D., F.A.C.S., F.LC.S. 
Attending Surgeon and Chairman of Dept. 
of Orthopedic Surgery at Wesley Memorial 
Hospital; Associate Professor of Surgery, 
Northwestern University; Attending Ortho- 
pedie Surgeon and Chairman of Dept., Chil- 
dren’s Memorial Hospital. 

Chicago, Illinois 
“Aseptic Necrosis of Bone Following Trauma.” 


Cope, Zachary, B.A., M.D., M.S. (Lond.), F.R.C.S. 
(Eng.) 
Late Hunterian Professor and Arris and Gale 
lecturer, Royal College of Surgeons; Surgeon 
to St. Mary’s Hospital, Paddington; Senior 
Surgeon to the Bolingbroke Hospital, Wands- 
worth Common. 
London, England 
Subject to be announced 


Counseller, Virgil, M.D., F.A.C.S. 
Associate Professor of Gynecology, Mayo 
Foundation, Minnesota; Attending Surgeon, 
St. Mary’s, Kahler and Colonial Hospitals. 
Rochester, Minnesota 
“The Surgical Aspects of Endometriosis.” 


Chandler, Fremont A., B.S., M.D., F.A.C.S. 
Professor and Head of the Department of 
Orthopedic Surgery, University of Illinois. 
Chicago, Tllinois 

‘Coronary Disease of the Hip.’’ 


Crossman, L. W., M.D., F.A.C.S., F.LC.S., and 
Allien, Frederick M., M.D. 
Attending Surgeon, New York City Hospital. 
New York, New York 
“Refrigeration for the Preservation of Trauma- 
tized Tissues.” 


Darget, Prof. Raymond, M.D., F.I.C.S. 

Professor of Urology, Faculty of Medicine, 
University of Bordeaux; Chief of Urologic 
Service, L’Hospital du Tondu. 
Bordeaux, France 

“The Treatment of Inveterate Cystitis by Infil- 
tration of the Nervae Erigentes and Denerva- 
tion of the Bladder.” 


Hess, Elmer, M.D., F.A.C.S., F.L.C.S. 
Chief, Urlogical Dept., St. Vincent’s Hos- 
pital, Erie, Pennsylvania 
‘“‘Treatment of Prostatic Carcinoma.’’ 
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Douglass, Fred, M.D., F.A.C.S., F.1L.C.S. 
Director of Surgery, St. Vineent’s Hospital; 
Attending Surgeon, Toledo Hospital. 
Toledo, Ohio 
Subject to be announced 


Dragstedt, Lester, B.E., M.S., Ph.D., M.D. 
Professor of Surgery, University of Chicago; 
Attending Surgeon, Billings Hospital; Former 
Prof. of Physiol. and Pharmacol. at North- 
western University Medical School. 

Chicago, Illinois 
“Section of the Vagus Nerve to the Stomach 
in the Treatment of Peptie Uleer.” 


Falls, Frederick, M.D., F.A.C.S. 
Professor and Head of Department of Obstet- 
rics and Gynecology, University of Illinois; 
Chief Attending Obstetrical and Gynecological 
Staff, Cook County Hospital. 
Chicago, Illinois 
“Carcinoma and Uterine Fibromyomata.” 


Furlong, Thomas, M.D., F.A.C.S., F.L.C.S. 
Assistant Professor of Otolaryngology, Gradu- 
ate School of Medicine, University of Penn- 
sylvania. 

Ardmore, Pennsylvania 
“A Plea for Performing Complete Adenoidee- 
tomies.” 


Gillis, Leon, M.D., F.R.C.S., F.R.C.S.K., D.L.O., 
F.I.C.S. 
Senior Surgeon, Queen Mary’s Hospital 
(Roehampton). 
Roehampton, England 
“Neoarthrosis of the Shaft of the Humerus for 
Amputations Around the Elbow Joint.” 


Greenhill, J. P., B.S., M.D., F.A.C.S., F.LC.S. 
Professor of Gynecology, Cook County Grad- 
uate School of Medicine; Attending Ob- 
stetrician and Gynecologist, Michael Reese 
Hospital; Attending Gynecologist, Cook 
County Hospital; Editor of the Year Book 
of Obstetrics and Gynecology, ete. 

Chicago, Illinois 
“Anesthesia in Obstetrics.” 


Hughes, Basil, D.S.0., M.A., M.B., B.C.L. (Camb.), 
B.Se. (Lond.), F.R.C.S. (Eng.), F.I.C.S. 
Honorary Surgeon to Bradford Royal In- 
firmary; Honorary Surgeon to Bradford 
Children’s Hospital; Senior Surgeon, Brad- 
ford Municipal General Hospital; Sambrooke 
Scholar and Prizeman, King’s College Hos- 
pital, London. 
Cornwall, England 
“Lister’s Conceptions and Those of Today.” 
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Ivanissevich, Ambassador Oscar, M.D., F.A.C.S., 
F.1.C.S. (Hon.) 
Professor and Head of Department of Sur- 
gery, National Medical University, Buenos 
Aires, Argentina. 
Washington, D. C. 
“Patent Ductus Arteriosus.” 


Ivy, Andrew C., M.D. 

Former Nathan Smith Davis Professor of 
Physiology and Pharmacology, and Head of 
the Division of Physiology and Pharmacology, 
Northwestern University; Vice-President, 
University of Illinois in Charge of Profes- 
sional Schools. 
Chicago, Illinois 

“The Differential Diagnosis of 
Medical Jaundice.” 


Jackson, Arnold, M.D., F.A.C.S. 
Co-chief of the Methodist Hospital, Madison ; 
Co-partner, Jackson Clinic; Member of 
Founder’s Group, American Board of Surgery. 
Madison, Wisconsin 
“Recent Developments in the 
Hyperthyroidism.” 


Jackson, Chevalier L., M.D., F'.A.C.S., F.LC.S. 
Professor of Broncho-Ksophagology, Temple 
University; Assistant Professor of Broncho- 
scopy and Laryngeal Surgery, Pennsylvania 
Graduate School. 

Philadelphia, Pennsylvania 
Subject to be announced 


Surgical and 


Treatment of 


Jenkins, Hilger Perry, M.D., F.A.C.S. 
Associate Professor of Surgery, University of 
Illinois; Attending Surgeon Albert Merritt 
Billings Hospital and University of Chicago 
Clinies. 
Chieago, Illinois 
“Gelatin Sponge for Control of Hemorrhage.” 


Lewin, Philip, M.D., F.A.C.S. 
Associate Professor of Orthopedic Surgery, 
Northwestern University; Attending Ortho- 
pedie Surgeon, Cook County and Michael 
Reese Hospitals. 
Chicago, Illinois 
“Intervertebral Dise Syndrome.” 


Lodge, William Oliver, M.D., F.R.C.S. (Kdin.), 
D.O.M.S., R.C.P. and S. (Kng.), F.LC.S. 
Hon. Surgeon to Ophth. and Aural Dept., 
Royal Halifax Infirmary; Ophth. Surgeon, 
St. Luke’s Hospital, Bradford; Aural and 
Ophth. Surgeon, Halifax General Hospital; 
Laryngologist, Rutson Hospital, Northaller- 
ton; Consultant Ear, Nose and Throat, 
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Bingley Hospital. 
Halifax, England 

“The Transantral Approach to the Gasserion 
Ganglion with a Note on Grafts of Maxillary 
Antral Mucosa More Especially in the Sur- 
gery of the Temporal Bone.” 


Lord, Jere, Jr., M.D., F.A.C.S. 

Instructor of Surgery, Cornell University 
Medical College; Surgeon to the New York 
Post-Graduate Medical School and Hospital; 
Attending Surgeon, Manhattan State Hospital. 
New York, New York 

“The Use of Portal Caval Shunts in the Manage- 
ment of Portal Hypertension.” 


Lovelace II, W. R., A.B., M.D., M.S., F.A.C.S., 


F.L.C.S. 
Staff Surgeon, Mayo Clinic; Special Consult- 
ant in Surgery, Northwest Airlines, Ine., 
Lockheed Aireraft Corp. and Boeing Aircraft 
Co.; Fellow Aero Medical Assn., Alumni 
Assn. Mayo Foundation for Medical Research, 
ete. 
Albuquerque, New Mexico 
“Kxperience in Removing Thyroglossal Duet 
Cysts.” 
McCarty, William Carpenter, Sr., M.D., F.I.C.S. 
( Hon.) 


Professor of Pathology, Mayo Foundation, 
Graduate School, University of Minnesota. 
Rochester, Minnesota 

“Diagnosis of Abdominal Neoplastic Diseases.” 


Mandl, Felix, M.D., F.1.C.S. (Hon.) 
Professor of Surgery, Hadassah University 
of Jerusalem. 
Jerusalem, Palestine 

_ ‘Sympathetic Block in Sympathetic Surgery.” 


Maxeiner, Stanley R., M.D., F.A.C.S. 
Assistant Professor of Surgery, University 
of Minnesota; Surgical Consultant, Vet- 
erans’ Administration; Asbury and St. Mary’s 
Hospitals. 
Minneapolis, Minnesota 
“Tourniquet Amputations.” 


McKittrick, Leland S., B.S., M.D., F.A.C.S. 
Kirst Vice-President American College of 
Surgeons, Harvard, Massachusetts; General 
Palmer Memorial, New England Deaconess 
Hospital. 
Subject to be announced 


Nissen, Rudolph, M.D., F.I.C.S. 
Former Associate Prof. of Surgery, Univer- 
sity of Berlin, Germany; Head of Department 
of Surgery and Prof. of Surgery, University 
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of Istanbul, Turkey; Attending. Surgeon, 
Brooklyn Jewish Hospital. 
New York, New York 

“Detrimental Effects on Serous Surfaces from 
the Use of Antibiotics in Surgery.” 


Novak, Emil, M.D., F.A.C.S. 
Assistant Professor of Gynecology, Johns 
Hopkins Medical School; Gynecoiogist, St. 
Agnes and Bon Secours Hospitals. 
Baltimore, Maryland 
“Mechanism and Management of Functional 
Uterine Bleeding.” 


Oberhelman, Harry A., M.D., F.A.C.S. 
Prof. of Surgery and Chairman of the Dept. 
of Surgery, Loloya University; Attending 


Surgeon, Presbyterian, Cook County and 
Mercy Hospitals. 
Chicago, Illinois 

“Congenital Hypertrophic Pylorie Stenosis.” 


Potts, Willis J., M.D., F.A.C.S. 
Surgeon-in-Chief, Children’s Memorial Hos- 
pital. 

Chicago, Illinois 
“Surgical Relief of Cyanosis Due to Congenital 
Heart Disease.” 


Pick, John F., B.S., M.D., F.I.C.S. 
Assistant Clinical Professor of Surgery, Uni- 
versity of Illinois; Formerly Chief Plastic 
Surgeon, 4th Service Command, A. U. S%., 
Washington General Hospital. 
Chieago, Illinois 

‘Observations of Ten Years’ Experience in 

Plastic Surgery at Penal Institutions’’ 


Rios, J. Almeida, M.D., F.1.C.S. 
Assistant Professor of Orthopedics, National 
Medical University, Rio de Janeiro, Brazil. 
Rio de Janeiro, Brazil 
“Surgical Treatment of Osteomyelitis.” 


Roman, Desiderio, A.M., M.D., F.A.C.S., F.LC.S. 
(Hon.) 
Past President, International College of Sur- 
geons; Professor of Clinical Surgery, Hahne- 
mann; Surgeon-in-Chief, St. Luke’s and Chil- 
dren’s Hospital, Philadelphia. 
Philadelphia, Pennsylvania 
“Anomalous Thyroids.” 


Rosser, Curtice, M.D., F.A.C.S., F.LC.S. 
Professor of Proctology, Southwestern Foun- 
dation College of Medicine. 

Dallas, Texas 
“Management of Surgical Lesion of the Left 
Colon.” 
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Sisson, August Maria, M.D., F.I.C.S. 
Director and Chief of the Surgical Pulmonary 
Tuberculosis Service, Instituto de Tisiologia 
Do Rio Grande Do Sul. 
Porto Alegre, Brazil 
“A New Technic to Produce Better Apical Col- 
lapse of the Lung by Incision Through the 
Mediastinal Pleura Reducing the Hilo- 
mediastinal Triangle.” 


Spain, Alex W., M.D., F.R.C.0.G., F.LC.S. 
Master, National Maternity Hospital, Dublin; 
Examiner in Obstetrics and Gynecology, Na- 
tional University and Apothecaries’ Hall of 
Ireland; President of Section of Obstetrics, 
Royal Academy of Medicine in _ Ireland, 
1944-46. 

Dublin, Ireland 
“Symphysiotomy in Modern Obstetrics.” 


Stein, Irving F., Jr., A.B., M.S., M.D. 
Resident in Surgery, Cook County Hospital; 
Abbott Fellow, Hektoen Institute for Medical 
Research. 
Chicago, Illinois 
“Clinical and Physical Aspects of Vagotomy.” 


Steindler, Arthur, M.D., F.A.C.S. 
Professor of Orthopedic Surgery, University 
of Towa; Orthopedie Surgeon, University Hos- 
pital and Children’s Hospital. 
Towa City, Iowa 
Subject to be announced 


Swanson, Admiral Clifford, M.D. 
Surgeon General, U. S. Navy. 
Washington, D. C. 

Subject to be announced 


Watts, James W. B., Sc., M.D., F.A.C.S., F.LC.S. 
Associate Professor of Neurological Surgery, 
George Washington; Neurological Surgeon, 
George Washington University and Gallinger 
Municipal Hospitals. 

Washington, D. C. 
“Prefrontal Lobotomy—The Complications and 
Their Treatment.” 


White, Charles, M.D., F.A.C.S., F.1.C.S. 
Professor of Surgery, George Washington 
University; Visiting Surgeon, George Wash- 
ington University Hospital; Surgeon-in-Chief, 
Gallinger Municipal Hospital. 

Washington, D. C. 
“Preservation of the Anal Sphincter in Recto- 
Sigmoid Resections.” 
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Home Dedication 
1516 Lake Shore Drive 


Thursday, October 2, 1947—8:00 p.m. 
The dedication of the Home of the United States Chapter of the International Col- 
lege of Surgeons will take place at 8:00 p.m. on Thursday, October 2, 1947. 


Convocation 

On Friday, October 3, 1947, the Convocation of the United States Chapter of the 
International College of Surgeons will take place in the Grand Ballroom of the Stevens 
Hotel at 8:00 p.m. All members of the College, their families and friends are invited. 
All surgeons elected to Fellowship, Associateship, Affiliate, and Matriculate and all previ- 
ously elected Fellows should participate. 

Officers, regents and new Fellows, Associates, Affiliates, and Matriculates to be inducted 
will please assemble at 5:00 p.m. on Friday, October 3, 1947, for preliminary instructions, 
at place indicated on bulletin board, and reassemble at 7:45 in cap and gown preparatory 
to the formation of the procession at Grand Ballroom, Stevens Hotel. 

The impressive pageantry of the Convocation will include the presentation of the 
flags of all the chapters, President Acuff’s address, the presentation of diplomas by the 
International President, and addresses by prominent persons 


Banquet 

On Wednesday, October 1, 1947, the annual Banquet of the College will be held in the 
Grand Ballroom of the Palmer House at 6:30 p.m. The Entertainment Committee has 
made great preparation for this Banquet, and have procured many prominent speakers. 
Dr. Preston Bradley, whose outstanding achievements are well known, will preside. 

All members of the College and all other surgeons and physicians of Chicago and its 
environs are cordially invited together with their families. Table reservations for groups 
may be arranged. A delightful evening including musie and entertainment is assured. 


Program of Entertainment for Ladies 

The Ladies’ Entertainment Committee is preparing a program of entertainment for all 
the ladies attending the Assembly. Each lady is asked to register immediately at the 
Ladies’ Headquarters at the Palmer House. The program will be published in detail 
at a later date. It will be necessary to make reservations for some of the events seched- 
uled, so that prompt registration is essential. 

Among the various functions contempla‘ed are sightseeing tours of Chieago and its 
surrounding area, teas, a fashion show and a variety of absorbing events. 


Information 
Registration: 

Everyone attending the Assembly must rezister. Registration will begin at the Palmer 
House (see bulletin board) on Sunday, September 28, and continue throughout the 
Assembly. 

Registration by Card: To facilitate registration and to save time, those who have 
made hotel reservations will be contacted by the Registration Committee, Dr. Willard 
H. Chipman, chairman. 

Make Your Hotel Reservations Promptly 
For Application for Hotel Accommodations Address 

Dr. Francis D. Wolfe, Chairman, Housing Committee, International College of 

Surgeons, ¢/o Chicago Convention Burea *. 33 N. LaSalle St., Chieago 2, Illinois. 

(To be Continued) 
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The Second Southern Assembly of the United 
States chapter of the International College of 
Surgeons was held in Tampa, Florida, on Feb. 28, 
for a one-day session. The assembly was well 
attended despite the bad weather which had kept 
a number of members away; total attendance was 
about 400 and attendance at the banquet in the 
beautiful Tampa Terrace Hotel 300. 

After the introduction by the Toastmaster Dr. 
Julien C. Pate, state regent, and the Invocation 
by Rev. A. B. Goodspeed, 8.J., the Governor of 
the State of Florida welcomed the guests to the 
city and to the banquet. Other speakers at the 
banquet included Dr. Custis Lee Hall, president- 
elect of the chapter; Dr. Max Thorek, secretary- 
general; Dr. Fred Douglas, past president of the 
United States chapter, and Dr. W. Wayne Bab- 
cock, first vice-president of the International 
chapter. The speakers emphasized the facts that 
America has the responsibility of teaching young 
surgeons of the world its tremendous knowledge 
of surgery, and that isolationism and cliques must 
be most carefully avoided to further the spirit of 
good will which exists among the surgeons of the 
world. 

The following papers were read during the all- 
day scientific program. Dr. Ralph Adams, Lahey 
Clinie, discussed Surgery of the Esophagus; Dr. 
Max Thorek, Chicago, Tumors of the Liver; Dr. 
Herbert Acuff, Knoxville, Carcinoma of the Colon; 
Dr. Chevalier L. Jackson, Philadelphia, Surgery 
of the Larynx and Hypopharynx; Dr. Moses 
Behrend, Philadelphia, Indications for Lobectomy 
and Pneumonectomy; Dr. Fred Douglas, Toledo, 
Abdominal and Transthoracic Vagotomy with 
Review of the Case; Dr. Wayne Babeock, Phila- 
delphia, Complications of Intestinal Surgery; Dr. 
Gilbert Douglas, Menstrual Disturbances, a Few 
Cases with Treatment, Lantern Slides; Dr. Harry 
Bacon, Philadelphia, Surgical Management of 
Lesions of the Sigmoid and Reetum; Dr. Low- 
raine KE. MeCrea, Philadelphia, Sump Drainage 
in Surgical Management of Prostatectomy; Dr. 
Phil Thorek, Chicago, Vagotomy; and Dr. Custis 
Lee Hall, Washington, Treatment of Complica- 
tions in Fracture Dislocations of the Hip. 

Dr. J. C. Pate, Dr. A. M. C. Jobson and Dr. 
A. R. Beyer, in charge of arrangements, can only 
be congratulated upon the perfection of the pro- 
gram which made the meeting so pleasant and 
instructive. 


Chinese Physicians Training in the United 
States.—Late in 1944, 13 Medical and Health 
officers from China came to the United States 
under the auspices of UNRRA to study and to 
promote better understanding between Chinese 
and American medicine. Shortly afterward, 18 
others followed under an arrangement with Lend- 
Lease and 10 on Rockefeller Foundation Fellow- 
ships. Representatives from many branches and 
specialties, ranging from Hospital Administration 
and Sanitary Engineering to Ophthalmology and 
Venereal Diseases, are included in the group. 
As pointed out in an editorial in a recent issue 
of the “Chinese Medical Journal,” this visit is 
especially significant because of the fact that prior 
to World War II, many more Chinese students 
in these fields were trained in Germany and Japan 
than in the English-speaking countries, with con- 
sequent leanings toward the scientific philosophies, 
as well as toward drugs and equipment, originating 
in those nations, rather than those of Anglo- 
American origin, 


The first issue of a New Journal entitled, 
“*Blood—The Journal of Hematology,’’ already 
mentioned in these pages, has just come to the 
editor’s desk. Pleasing in both format and con- 
tents, it gives promise of being a valuable addi- 
tion to the contemporary periodical literature 
available both to the specialist in surgery or 
medicine and to the general practitioner. 

A round half-dozen of articles on various sub- 
jects related to the blood, both normal and 
pathologic, form the main content, together with 
several excellent editorials, a group of abstracts, 
news note and book reviews. The editor, in an 
introductory summary says in part, that he hopes 
“Blood, like its name will have universal 
interest, and thus perhaps serve as a small factor 
in fostering better international understanding.” 

“Blood” is edited by William Dameshek, M.D., 
of Boston, Massachusetts, assisted by a staff of 
associates including four civilians and one Army 
Medical officer, who, together, represent every 
corner of the United States. The list of con- 
sultants, assistants and advisors is imposing. It 
will be published bi-monthly by Grune & Stratton, 
Ine., New York City. 

The Editor regrets that through a printer’s 
error the name of our distinguished Vice-President 
appeared as Manzafnilla rather than Manzanilla, 
the latter, of course, being the correct spelling. 
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Our International Vice-President, Prof. Dr. 
Manuel A. Manzanilla, F.1.C.S.(Hon.) and our 
colleague Prof. Dr. Francisco Fonseca, F.I.C.S. 
(Hon.), professors. of clinical surgery at the 
National University of Mexico, have been in- 
vited by the University of Santo Domingo, the 
oldest in the Americas, to visit on a mission of 
cultural rapprochement and scientific exchange. 


Dr. Francisco Castillo Najera, F.I.C.S.(Hon.), 
Surgeon-General of the Mexican Army, has been 
appointed delegate to the next International 
Congress of Military Medicine in Liege, Belgium, 
by the Mexican Government. 


The National Society of Surgery of Cuba 
elected new officers at their recent meeting in 
Havana. Dr. Vineente Banet was chosen Presi- 
dent; Dr. José Lastra, Vice-President; Dr. René 
Smith, Seeretary; Dr. Luis Rodriguez Baz, Vice- 
Secretary; Dr. Antonio Rodriguez Diaz, Treasurer, 
and Dr. Tomdés Armstrong, Vice-Treasurer. 


A New Journal has made its appearance in 
Great Britain. Its title is “The Overseas Post- 
Graduate Medical Journal,” and it is published 
by The Fellowship of Post-Graduate Medicine 
in London. It is designed primarily to be of 
value to postgraduate students all over the world, 
who may be studying for higher qualifications. 
The journal will be published four times a year, 
and its cost is £1.10.0 (sterling) per annum. The 
standard of material published and the appear- 
ance of the journal are excellent; it should be of 
special interest to readers of our JOURNAL. 


Another new Journal is being published in 
the Philippine Islands. It is the official organ 
of the Philippine College of Surgeons and is 
entitled the ‘‘Philippine Journal of Surgery’’. 
Its office of publication is the Philippine General 
Hospital, Manila, and its Editor is Dr. Carmelo 
M. Reyes. Aside from original articles on sur- 
gical subjects, the Journal contains a section of 
abstracts of medical literature, mostly from 
American and Australian journals, and a section 
of news concerning the College of Surgeons. 
The JournaAL extends best wishes for its success. 


Dr. G. Van Ingen Brown, distinguished Fellow 
Member, celebrated his 85th birthday on Jan, 15, 
1947. He is still working as hard as ever in his 
profession. The International College of Surgeons 
extends best wishes for many more years to come. 


NEWS NOTES 
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The I. C. S. in Los Angeles is making great 
progress. Thus, Dr. Boyd is Chief of Staff at 
the Hollywood Presbyterian Hospital, Dr. Ball 
is Chief of Staff at the French Hospital and Dr. 
De Los Reyes is Chief of Staff at the California 
Hospital. 


Prof. Antonio Torres Estrada, F.I.C.S., 
National Vice-President of the Mexican Chapter 
of the International College of Surgeons, has been 
visiting Washington, Baltimore and New York to 
inspect our great medical institutions during the 
course of a study tour. 


Dr. Salvador Cordoba, F.I.C.S., former pro- 
fessor of the Central University of Venezuela, 
has been elected President of the Venezuelan 
Society of Surgery. 


Chapter News 


The Turkish Chapter of the International 
College of Surgeons held a general assembly in 
December, 1946, according to a report by Dr. 
Manizade, General Secretary of the Chapter. 
Elections were held and the following colleagues 
were chosen for the Administrative Committee: 
Prof. Dr. Cemil Pasha Topuzlu, Honorary Presi- 
dent; Ord. Prof. Dr. Biirhaneddin Toker, Presi- 
dent; Dr. Feridun Sevket Evrensel, Vice-President 
and Asst. Prof. Dr. Needet Sezer, Treasurer. The 
following new members were named by the Com- 
mittee: Prof. D. Miinir Ahmed Sarpyener; Asst. 
Prof. Dr. Fevzi Needet Sezer; Asst. Prof. Dr. 
Feyyaz Berkay; Dr. Salah Sun, and Dr. Bedii 
Gorbon. 


At the last meeting of the Costa Rica Chapter, 
held Dee. 27, 1946, new officers were elected to 
serve during the coming year. Dr. Alfonso Acosta 
Guzman was elected President; Dr. Jorge Vega 
Rodriguez, Vice-President; Dr. Ramiro Brenes 
Gutiérrez, Treasurer; Dr. Rafael Angel Niuiez 
Hernandez, Pro-Seeretary; and Dr. Jose Maria 
Ortiz Céspedes was re-elected Secretary. 


The China Chapter will hold its formal meet- 
ing at the Capital City of Nanking in May, at 
which time new members will be admitted. Dr. 
James Shen is President, Dr. Eugene Chen, Vice- 
President and Dr. P. W. Wang, Acting Secretary 
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and Treasurer. The Chapter was given its charter Prof. Cucco, Guido Prof. Di Natale, Luigi 
A Dr. Lorenzetti, Carlo Prof. Mangione, Gaetano 
7 Cc , ’ 
m October, 1944. Prof. Marro, Andrea Prof. Mezzari, Antonio 
Prof. Molinengo, Luigi Prof. Packner, Enrico 
* * * Dr. Pecco, Renzo Prof. Pierangeli, Luigi 
Prof. Placeo, Fernando Prof. Stoppato, Ugo 
Prof. Tinozzi, Francesco 1rof. Chiarolanza, Raffaele 


The Finnish Chapter is now legally in exist- 
ence. The first official meeting was held on Feb. 1. 
The following new members were admitted: Prof. 
Dr. Viainé Seiro, Dr. Aarne Pelkonen and Dr. 
Arvo Elfving, all of the University of Helsinki, 
and Prof. Dr. Alexander Klossner, of the Uni- 
versity of Turku. The Chapter is particularly 
occupied at present in collecting books for a 
Library, which, of course, will be open to sur- 
geons from all lands. 


A charter was granted by the International 
Board of Trustees of the International College 
of Surgeons to form an Italian Chapter under 
the leadership of Prof. A. Mario Dogliotti, Presi- 
dent. <A first meeting was held on Nov. 24 at 
Turin, which city will be the headquarters of the 
Italian Chapter. The members decided that II 
Bollettino della Societa Piemontese di Chirurgia 
shall be the official organ of this Chapter, aside 
from the JOURNAL OF THE INTERNATIONAL COLLEGE 
of Surceons. A list of the Fellows and Associate 
Members is given herewith. 


FELLOWS 
Prof. Torraca, Luigi Prof. Poalucci, Raffaele 
Prof. Antonucci, Cesare Prof. Anzilotti, Giulio 
Prof. Baroni, Benigno Prof. Baroni, Giuseppe 
Prof. Bertone, Carlo Prof. Bertocchi, Andrea 
Prof. Blaveti di Briga, Carlo Prof. Biancalana, Luigi 
Prof. Bogetti, Mario Prof. Bombi, Giulio 
Prof. Bonino, Mario Prof. Brancati, Raffaele 
Prof. Broglio, Ruggero Prof. Bruzzone, Carlo 
Prof. Caporale, Luigi Prof. Capecchi, Egisto 
Prof. Ceccarelli, Galeno Prof. Coggi, Gian Paolo 
Prof. Colombino, Silvio Prof. Davanzo, Ivo Giovanni 
Prof. Della Mano, Nino Prof. Di Palo, Nunzio 
Prof. De Gironcoli, Franco Prof. Ferrero, Vittorio 
Prof. Ferrero, Ferruccio Prof. Fumagalli, Rodolfo 
Prof. Galansino, Diego Prof. Gallizia, Filippo 
Prof. Gamberini, Carlo Prof. Gianotti, Mario 
Prof. Giordanengo, Guglielmo Prof, Lazzavzini, Lanfranco 
Prof. Lussana, Stefano Prof. Massa, Giovanni 
Prof. Marino-Zuco, Carlo Prof. Milone, Sabastiano 
Prof. Mingazzini Erm, Anno Prof. Vototschinig, Giorgia 
Prof. Romano, Antonio Prof. Serra, Africo 
Prof. Tommassini, Igino Prof. Vecchi, Giuseppe 
Prof. Abbo, Ignazio Prof. Abruzzini, Pasquale 
Prof. Agueci, Aurelio Prof. Barberis, Leandro Ugo 


Prof. Bezza, Pietro Prof. Comolli, Antonio 
Prof. Coniglio, Giuseppe Prof. Costamagna, Giovanni 


ASSOCIATE MEMBERS 


Pro’. Arezzi, Giorgio Dr. Ballestrero, Mario 


Prof. Batezzati, Mario Prof. Leonida, Beluffi 

Prof. Antonio, Bobbio Prof. Blancardi, Alberto 
Prof. Borsotti, Pier Carlo Prof. Bracci, Ulrico 

Prof. Bracco, Renzo ‘ Prof. Brunetti, Fausto 
Prof. Calvi, Pier Giuseppe Prof. Costantini, Aldo 

Prof. Chiesa, Carlo Prof. Di Stefano, Cioachino 
Dr. Dodero, Giorgio Prof. Frattini, Pier Giuseppe 
Prof. Ceecarelli, Galeno Prof. Peracchia, Gina Carlo 
Prof. Pellegrini, Augusto Prof. Pieri, Gino 

Prof. Podetti, Vittorio Prof. Maddoloni, Francesco 
Prof. Malan, Edmondo Prof. Micheli, Emanuele 
Prof. Migliardi, Luigi Prof. Psacharopulo, Giorgio 


Dr. Sabaino, Dante 

Dr. Sapegno, Vittorio 

Dr. Veronesi, Giuseppe 
Prof. Colombo, Cristoforo 
Dr. Pagano, Angelo 

Dr. Re, Carlo 

l'rof, Ziloechi, Enrico 


Dr. Peracino, Mario 
Prof. Sacchi, Marino 
Prof. Teneff, Stefano 
Prof. Zambelli, Enrico 
Dr. Lo Celso, Antonio 
Prof. Pareti, Gian Carlo 
Dr. Solerio, Luigi 


Prof. Antonio Bobbio was elected Secretary of 
the Chapter. 


A Hungarian Chapter was brought into exist- 
ence in January of this year, the International 
Board of Trustees having granted a charter to 
that country. The first formal meeting is to be 
held in March. Prof. Joseph Frigyesi was elected 
President and Prof. Miklos Temesvary is the 
Secretary of the new Chapter. <A list of the 
names of the members follows. 


Prof. Anton Babits 
Prof. Charles Balogh 
Prof. Eugen D6ézsa 
Prof. Alexander Fekete 
DP. of. George Fodor 

i rof. Andrew Hedry 
Prof. Bela Kellner 
Prof. Stephen Kérnyey 


Prof. Joseph Ballo 

Prof. Eugen Barsony 

Dr. George Faragé 

Prof. Ladislas Fleischmann 
Prof. Tibor German 

Prof. Boldizsar Horvath 
Dr. Ernest Koppenstein 
Dr. Andrew Makai 


Dr. Béla Molnar Prof. Tibor Nénay 
Prof. Francis Prochnov Prof. Nandor Ratkéczy 
Prof. Aurel Réti Prof. Paul Salacz 
Prof. Lewis Schmidt Prof. Julius Sebestény 
Prof. Alexander Szarka Prof. Alexander Zalka 


Dr. Nandor Zinner 








HONORS 


Our distinguished colleague, Fellow of the 
International College of Surgeons and Regent of 
the Bolivian chapter, Dr. Enrique Hertzog G., 
has just received the distinction of being elected 
President of Bolivia. Dr. Hertzog was born in 
1897 in La Paz, where he attended both primary 
and secondary colleges and finished his medical 
studies at the Greater University of San Andres, 
His postgraduate studies were completed in Paris. 





Upon his return to his native country, he taught 
as Professor of Surgical Technic and Topographic 
Anatomy and was Director of the School of Medi- 
cine at his Alma Mater. Twice he filled the post 
of Minister of Hygiene and Health, and among 
his military duties was that of Director of 
Military Health in the Chaco Campaign. He 
is an eminent member of many Bolivian and 
foreign scientific societies. 


Dr. R. Baquero Gonzalez, F.1.C.S., has re- 
cently been decorated by the Mexican Red Cross 
for his outstanding work. 
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Mr. Hamilton Bailey, M.D., F.R.C.S., was 
elected Fellow of the Royal Society of Edin- 
burgh. He is the only medical member to be 
elected this year, the others being eminent non- 
medical scientists. Among other reasons the 
honor was bestowed on him for his recent work 
on ‘‘Surgery of Modern Warfare.’’ 


Dr. Herbert Acuff, Ph.G., M.D., F.A.C.S., 
President of the United States Chapter of the 
International College of Surgeons, has been 
elected President of the Southeastern Surgical 
Society. 





Prof. Dr. Herman de Las Casas, F.I.C.S. 
(Hon.), International Vice-President of the Inter- 
national College of Surgeons and National Presi- 
dent of the Venezuelan Chapter, has been ap- 
pointed an Honorary Fellow of the American 
College of Surgeons. 




















Obituaries 





DON GONZALO CASTANEDA 


M.D., F.1.C.S. (HON.) 


The International College of Surgeons has lost a great leader, and the world has lost a great 
surgeon with the death of Don Gonzalo Castafieda, former illustrious president of the Mexican 
Chapter, member of the National Regency and Special Regent in General Surgery. Dr. Casta- 
eda died on Jan. 14, 1947, after four months of severe illness; he was 78 years old. 


Dr. Castafieda was born in 1870 in a small village in the State of Mexico. 
a His exceptional intellectual brilliance impressed itself on his teachers even in 
his early youth, and he graduated from primary and secondary schools with 
great honors. In 1898 he entered the National Scheol of Medicine on a 
fellowship from the Government. His scholastic records continued to be 
outstanding, and in 1908 the Government sent him to Europe for two years 
on special study tours. After his return to Mexico he founded the Chair 
of Technical Surgery on the Cadaver at his Alma Mater and assumed the 
professorship of Clinical Surgery at the same university. 

Dr. Castafieda’s honors and associations with institutions of learning 
were overwhelmingly numerous. He was Dean of the National Academy 
of Medicine and Director of the Jesis Hospital; he was Professor of 
Surgical Therapeutics, Head of the Surgical Division of the Faculty and 
a Member of the Academy of Professors and Students of the University 
Council. He was Professor of Clinical Surgery of the Intestines on the 
Faculty of Advanced Studies, attending surgeon at the General Hospital 
and the Military Hospital, medical consultant for the railroads of Mexico 
and chief of the gynecologic service at the Spanish Hospital. He was also 
director of the journal “Gynecologia y Obstetricia de Mexico”; Vice-President 
of the Franco-Mexican Medical Society; former President of the Mexican Medical Association; mem- 
ber of the Mexican Academy of Surgery, the Medical Military School and the Indo-Latin College of 
Surgeons and founder of the Mexican Association of Gynecology and Obstetrics. Again he was an 
eminent member of the Academy of Sciences of Habana and of the Red Cross of Japan. 





For 50 years he practiced medicine with unfailing understanding and compassion for the ills 
of humanity. As a teacher he was beloved by thousands of students because of his simplicity, 
humility and everpresent sense of the truth. He transmitted to them not only his exceptional tech- 
nical skill and knowledge, but his philosophy of life, which earned him the reputation of 
‘‘philosopher of medicine.’’ 


Dr. Castafeda was carried to his last rest in the Panteén Espafol in Mexico City, where 
an imposing ceremony took place. Many of the great Mexican scientists and teachers spoke of Dr. 
Castafeda in glowing terms of tribute, endearment and friendship. Dr. Torres Estrada, Vice- 
President of the Mexican Chapter of the International College of Surgeons, as representative of 
the F.I.C.S., expressed the deep sorrow of this organization in fitting and moving words. Other 
speakers were Drs. Don Jose Torres Torija, in the name of the Faculty of Medicine; Don Alfonso 
Pruneda, in the name of the National University and its Deans; Don Gustavo Gémez Azcarate, in 
the name of the Mexican Academy of Medicine and the Society of Surgery of Juarez Hospital; 
Dr. Mayoral Pardo, from the Medical Military institution; Don Felipe Ferrer Baino, in the name 
of the Mexican Academy of Surgeons; Natalio Davila, in the name of the great teacher’s students; 
Don Manuel Flores Rosa in the name of his followers and admirers in the medical field, and Don 
Manuel Castillo as representative of the Syndicate of Mexican surgeons. 


The name of Don Gonzalo Castafeda will never be forgotten. 
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FREDERICK DOUGLASS STUBBS 
M.D., F.A.C.A., F.A.C.P., F.1.C.S. 


The medical profession lost one of its most brilliant members by the unexpected and untimely 
death of Dr. Frederick Douglass Stubbs, of Philadelphia, on Feb. 9, 1947. Dr. Stubbs was stricken 
with a heart attack aboard a train en route from New York to Long Island City, while in the com- 
pany of his wife, the concert pianist, Mrs. Marion Turner Stubbs. 

Dr. Stubbs was widely recognized as one of the most promising young surgeons; he was only 
39 years old at the time of his death. He graduated with honor from Dartmouth College and Har- 
vard University Medical School in 1927 and 1931, respectively. He was a member of the American 
College of Surgeons, the International College of Surgeons, the American College of Chest Physicians, 
the American Board of Surgery, the American Medical Association, the State Medical Society of Penn- 
sylvania, the Philadelphia County Medical Society and was secretary of the Surgical Section of the 
National Medical Association. He was also a member of the boards of the Community Chest, the 
Family Society and the Cheney Training School for Teachers in Philadelphia. Dr. Stubbs was act- 
ing chief of chest surgery at the Philadelphia General Hospital, chief of surgery at the Frederick 
Douglass Hospital and the Merey Hospital in Philadelphia and an associate in surgery at Jefferson 
Medical College Hospital. He contributed a large number of articles on his favorite subjects, chest 
surgery and tuberculosis, to leading medical journals. 


MARK ATHIAS 


Word has reached us of the death of Professor Dr. Mark Athias, Director and Chief of the 
Laboratory of Experimental Pathology and former professor of Physiology at the University of 
Lisbonne. Professor Athias died on Sept. 30, 1946, at the age of 70, after a serious illness. He 
was one of the most eminent scientists of Portugal, He was noted not only for his own pioneering 
research work, which found acclaim in the entire international world of science, but also for the 
excellency of his counsel in teaching the younger generation of researchers and in transmitting the 
lucidity and exceptional clarity of his scientific thought and work. 
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Book Reviews 





Nursing Care in Chronic Diseases by Edith L. Marsh,' emphasizes the importance of patience 
and sympathy in this type of nursing. The book is unique in that it deals with that group, so easily 
forgotten, of chronically ill patients, patients who cannot be cured but whose sufferings can be allevi- 
ated so tremendously by the proper type of nursing. Special technical skill and education and pri- 
marily sympathy and human understanding are required to take care of the “chronic patient.” Miss 
Marsh states: “We should treat such patients as we would desire to be treated if we were so unfor- 
tunate as to be in a similar position and in need of intelligent, sympathetic, and understanding 
nursing care.” 

The literary style of the book is excellent and the case histories, intended as examples of what to 
do, what not to do and what can be done, hold the reader’s interest throughout. Good illustrations 
further emphasize Miss Marsh’s point. 


Fractures, Dislocations and Sprains,? by Key and Conwell, appears now in its fourth 
edition. This text cannot be excelled as an authoritative and practical guide for the student, general 
practitioner and surgeon. Fractures and orthopedic problems can be met with the confidence that 
the conservative and generally accepted form of treatment will be outlined in workable form. This edi- 
tion brings you many new ideas in the management of compound fractures, in the use of penicillin 
and the various forms of chemotherapy. The chapters on “Injuries of the Spine” and “Injuries in 
the Region of the Hip” have been revised and completed. 

In keeping with the conservative nature of the book, the section on external fixation is passed 
over briefly. Although the authors disapprove of external fixatien in general, they conelude fairly 
that the external fixation devices are successful in the hands of those who have considerable skill 
in their use. 


Such a book as Women in Industry, by Anna M. Baetjer, has a tendency to defy the 
usual attempts at review. Representing as it does the ultimate results of a formidable amount of 
study and research over a considerable length of time and in several different countries, the contained 
material is too vast and varied to be outlined or even indicated in the space usually allotted to such 
an effort. 

Women have always worked in industry to a certain extent, especially during times of war. They 
have never done so as extensively, especially in the so-called “heavy industries,” as during the 
war just ended. Up to the past five years, very little effort had ever been made to determine accu- 
rately just what effects such work had upon their health and well-being. Much was learned during 
these war years about many phases of this vast problem; much also remains to be learned. This book 
is an exhaustive compilation of most of the information obtained both in the United States and 
Britain. It is divided into some half dozen sections covering such general topics as the ability 
of women to work and suitable working conditions for them, sick-absenteeism, accidental injuries, 
occupational diseases, gynecological and obstetrical problems, menstruation, mortality and fertility. 
The final 75 pages are devoted to appended tables on occupation distribution, suitable occupations 
and labor laws affecting women. There is also a very complete bibliography of more than 20 pages 
and an extremely detailed index. 


1 Nursing Care in Chronic Diseases. Edith L. Marsh, R.N., S.C.M. 237 pp., 28 illustrations. J. B. 
Lippineott Co., Philadelphia, Pa., 1946. 

2The Management of Fractures, Dislocations and Sprains. John Albert Key, M.D., and H. Earle 
Conwell, M.D. C. V. Mosby Co., St. Louis, Mo., 1946. 

3 Women in Industry; Their Health and Efficiency. Issued under the Auspices of the Division of 
Medical Sciences and the Division of Engineering and Industrial Research of the National Research Council. 
Prepared in the Army Industrial Hygiene Laboratory. Anna M. Baetjer, Sc.D. 344 pp. W. B. Saunders 
Co., Philadelphia, Pa., 1946. 
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The appeal of such a volume is not wide, but to those to whom such problems are of practical 
importance, such as plant and industrial physicians, personnel managers, industrial plant superin- 
tendents and others who have occasion to employ women in any other occupations than the conven- 
tional “women’s jobs” (teaching, nursing, domestic service and clerical work), it should prove 
extremely enlightening, informational and generally valuable as an authoritative work for reference. 


The revised and enlarged Third Edition of Office Endocrinology by Robert B. Greenblatt‘ is 
even more informative than the previous editions were. The book has proved to be an effective 
time-saver for the practitioner as well as for the clinician, neither of whom have the time to keep 
The style is clear and lueid, the illus- 


up with the rapid advances in the field of endocrinology. 
Of particular value 


trations are well chosen and well reproduced and the index is entirely adequate. 
is the chapter on hormonology, which discusses the use of available commercial endocrine prepara- 
tions in various disorders of the female as well as of the male organism. 


Progress in Gynecology ® is a collection of articles on gynecologic subjects written by 71 emi- 
nent American and Canadian physicians and surgeons especially interested in the various branches 
of gynecology, and edited by Joe V. Meigs and Somers H. Sturgis. The individual articles have 
been arranged in logical fashion so that the book reads like a textbook, beginning with chapters on 
embryology, growth and physiology and ending with those on diseases, particularly malignant growths, 
Exeellently reproduced illustrations accompany most of 


operative technie and postoperative care. 
The advances in the endoerinologie field are well 


the articles. The index is complete and well done. 
covered, accompanied by an enumeration of the commercial preparations of endocrine products used 
in gynecology, set up in tabular, easily read form. The book is designed, according to the Editors, 
to be of particular help to students, house officers and residents and to those medical men who spent 


the last years in the armed forees, removed from the practice of the diseases of women. 


The Normal Encephalogram by Leo M. Davidoff and Cornelius G. Dyke ° has been the standard 
pneumo-encephalographie reference text for a decade. The first edition was a report on the experi- 
ences of the authors with 4,000 cases. The present edition deals with over double that number of 
eases. It is divided into a general chapter, and chapters on the ventricles, interventricular foramina 
and aqueduct of Sylvius, the cerebral convolutions and sulci, the subarachnoid cisterns and their con- 
tents, and the intracranial structures and their related fluid spaces. In general, the structure of 
this edition is similar to the first one, with further additions. The book is well written and _ beau- 
tifully illustrated with photographs of encephalograms presenting the anatomical structures under 
consideration. In addition to fulfilling their fundamental function of describing the normal enceph- 
alogram, the authors present in easily assimilable form a review of the gross anatomy of the brain. 

The value of this textbook is proven and unquestionable. No physician who deals with pneumo- 


encephalography should be without it. 


4 Office Endocrinology. Robert B. Greenblatt, B.A., M.D., C.M. 306 pp., 71 illustrations. 3rd edi- 


tion. Charles C Thomas, Springfield, Tll., 1947. 
5 Progress in Gynecology. Edited by Joe V. Meigs, M.D., and Somers H. Sturgis, M.D. 552 pp. Grune 


& Stratton, New York City, 1946. 
6The Normal Encephalogram. Leo M. Davidoff and Cornelius G. Dyke. Lea & Febiger, Philadelphia, 


Pa., 1946. 
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Vaciamiento de la Regién Lateral del Cuello 


PROF. CESAR A. PANTOJA 
BOGOTA, COLOMBIA 


Sindnimos: Radical de cuello. Diseccidén 
del cuello. Extirpacién en masa de los gan- 
elios y las cadenas linfaticas de la region 
lateral del cuello comprendiendo las regiones 
sub-mental, sub-maxilar, carotidiana y supra- 
clavicular. 


L, presente restimen consta de la aplica- 

cién de la técnica quirtrgica seguida en 

los servicios del Instituto Nacional de 
Radium en la ciudad de Bogota durante los 
alos de 1944 y 1945, complementada econ la 
observacién de algunos casos operados en mi 
servicio de Clinica Quirtrgica del Hospital 
de San Juan de Dios y de algunas observa- 
ciones hechas con anterioridad. 


No puede tener la pretensién de exhibirse 
como completo, en cuanto se refiere a las 
reglas de la cancerologia moderna que exigen 
el plazo de cinco afos de curacién como 
minimum, para sentar las excelencias de un 
método curativo en el tratamiento del cancer. 
Se trata de mostrar tnicamente la técnica 
quirtrgica adoptada a la luz de la critica 
de los métodos en una experiencia de algunos 
anos de practica. 

El vaciamiento ganglionar linfatico por 
limitado que sea beneficia a ios pacientes 
portadores de metastasis cancerosas linfaticas ; 
después de todo, la exéresis de un foco neo- 
plasico que ademés hay que bloquear una 
ruta de propagaci6n, resta gran parte de la 
accién agresiva que la extensién neoplasica 
provoca, tanto localmente como en general 
sobre toda la economia, v en este sentido como 
corroboracién del aserto antes enunciado, 
esté la experiencia que en el pasado muestra 
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la técnica, por otra parte defectuosa, ya en 
desuso, de complementar el tratamiento 
quirtrgico con aplicaciones de Roentgen- 
terapia, es decir, que una extirpacién incom- 
pleta, que deja en el trayecto de las vias 
linfaticas del cuello células neoplasicas de 
metastasis, requiere la aplicacién complemen- 
taria de los tratamientos fisicos para pro- 
longar temporalmente una curacién que no 
pudo efectuar la cirugia radical. 

Por criticable que sea éste sistema, su uso 
se hizo rutinario cuando una deficiente selee- 
cidn de los casos o la carencia de cirujanos 
expertos en las técnicas radicales no daba 
garantias de la aplicacién quirtirgica sola. 
En el estado actual del desarrollo quirtrgico, 
ya no han de emplearse mas los métodos 
combinados de Cirugia y Rayos X sino para 
fines puramente paliativos. [I] debate tiende 
a cerrarse con la adopcién de un sdlo pro- 
cedimiento, a la luz de la moderna expe- 
riencia. Es el objetivo, materia de_ este 
estudio, o sea el tratamiento de las metastasis 
carcinomatosas que toman la ruta de las vias 
linfaticas del cuello, el método soberano sigue 
siendo la operaci6n radical. 

Pero para que la técnica dé una buena 
proporcién de curaciones requiere que su apli- 
caciOn sea practicada con un minucioso conoei- 
miento anatémico tanto de los érganos, mis- 
culos, vasos y nervios de la regién lateral, 
antero-lateral del cuello, como del trayecto, 
anastomosis y desemboecaduras, y lazos gan- 
glionares del sistema linfatico. 

El] vaciamiento debe ser completo, la pala- 
bra “radical” enuncia la idea de una 
extirpacién que va desde los origenes hasta 
las terminaciones del sistema vascular lin- 
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fatico, es decir que extirpa las raices de la 
propagacién. Tay un elemento que reviste 
extraordinaria importancia en los casos mode- 
radamente avanzados: la diseccién quirtirgica 
debe ser especialmente cuidadosa en los lin- 
deros de un grupo anatémico, 0 sean aquellos 
sitios en que los vasos linfaticos normalmente 





@ . Ganglios Prywndes 
O oe Ganglos superficates 
* g anghas. Lmitrayes. 


Fig. 1. 


desembocan en sus colectores aferentes para 
seguir la via natural de la cireulacién lin- 
fatica. Alli por lo general se encuentra uno 
0 mis ganglios limitrofes cuya extirpacién 
es altamente conveniente para el prondstico 
de los resultados quirtirgicos, pero que cuando 
estan afectados por la metastasis carcinoma- 
tosa hacen poco menos que nula la labor 
operatoria, pero sin cuya extirpacién ninguna 
operacién de ésta indole puede llamarse 


‘*radieal.”’ 
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En el cuello Jos ganglios limitrofes se 
encuentran situados: (a) en el triangulo 
supraclavicular externo donde la cadena caro- 
tidiana y la cadena del trapecio se comunican 
con los linfaticos axilares; (b) en la muesea 
esternal cuando los linfaticos del cuello se 
detienen en los ganglios regionales antes de 
hundirse en el mediastino; (c) en el tercio 
interno de la cara anterior de la clavicula 
donde hay conexiones superficiales entre el 
sistema sub-clavio y los linfaticos del cuello; 
(d) sobre la linea media donde se cruzan los 
vasos linfaticos de la regién y (e) los origenes 
altos de los linfaticos del cuello que van hasta 
las iniciaciones de las cadenas: sub-mentales, 





sub-maxilares, pre-auriculares y mastoidianas, 
parte esta ultima que esta en los confines de 
los origenes de la cadena del trapecio. 

Los ganglios limitrofes cuya localizacién 
queda apuntada arriba, son los linderos rigu- 
rosos hasta donde debe ir la exploracién 
quirtirgica. Cualquier intervencién que no 
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cuente con ellos es forzosamente insuficiente 
y de resultados defectuosos. 

El! limite profundo de la extirpacién esta 
mareado precisamente por el lugar donde se 
encuentran los colectores linfaticos del cuello, 
o sea la parte posterior de la vena yugular 
interna, mas alla de este lugar, no se puede 
conducir la diseccién. La experiencia por 
otra parte ha demostrado que no es necesario 
hacerlo. Los beneficios que se pueden obtener 
nunea son operantes fuera de éste marco 
anatémico. 

A mas de la extensién, ya bastante amplia, 
conforme queda concebida y descrita, esta 
vigente en la técnica quirtrgica de la radical 
del cuello, el principio demostrado ya hace 
tiempo por Halstead y que tiene aplicacién 
en todo el dominio de la cirugia del caneer, 
0 sea que no se puede impunemente llevar 
la manipulacién instrumental en el trayecto 
de las rutas principales 0 accesorias, sin ex- 
poner al paciente a los serios peligros de la 
reproduccién neoplasica, del resembrado de 
la malignidad o lo que en el lenguaje corriente 
ha venido expresaéndose con el término de 
“recurrencia.” Tal procedimiento es lo 
que en otros términos se designa con el nombre 
de ‘‘Diseccién en Bloque o Extirpacién en 
Masa’’ y que si debe practicarse cémo prin- 
cipio regulador de los métodos operatorios 
que se usan en el tratamiento quirtirgico de 
los tumores malignos, cobra mayor fuerza y 
actualidad cuando se trata de aplicar la 
cirugia radical en las vias linfaticos del cuello. 

En nuestra experiencia son beneficiables 
por la radical de cuello aquellos casos que 
estén dentro de las siguientes condiciones: 
(1) ewando sélamente estan invadidos los 
ganelios regionales 0 cuando mas los grupos 
ganglionares autdnomos que se hallan en la 
vecindad de la neoplasia y (2) cuando ellos 
son quirtrgicamente accessibles. 

La primera condicién significa simplemente 
propagacién limitada dentro de la red lin- 
fatica, no siempre facil de precisar, razén 
por la cual la radical mejor ejecutada puede 
resultar infructuosa. Posibilidad que se 
aumenta con la existencia ocasional de pro- 
cesos metastasicos que no se hicieron por las 
vias admitidas como clasicas. 

La segunda es una condicién que eumplen 
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la-mayor parte de los ganglios de la economia, 
pero que esta restringida por dos hechos: 
las muchas operaciones te6ricamente posibles 
pero irrealizables en la practica, y ésto ocurre 
con algunos vaciamientos; y por otra parte, 
pueden existir en ntimero variable, ganglios 
demasiado pequefos para ser tenidos en cuenta 
en el curso de la exéresis, y que son una nueva 
causa de posibles fracasos. 

Pero sin poder detenerme aqui a analizar 
los multiples factores que segtin el leal saber 
y entender de cada cirujano entran en juego, 
tanto en la seleccién de los casos como en las 
movedizas incidencias del acto operatorio, ha 
de bastarme con sentar el enunciado de los 
principios reguladores de la buena téenica 
ya mencionados anteriormente: la ya elasica 
concepcidn de Halstead sobre el tratamiento 
quirtirgico de las rutas del céneer aquilatada 
por la experiencia al través del desenvolvi- 
miento quirtirgico contemporaneo, en el sen- 
tido de condueir la operacién con naturalidad, 
delicadeza y maestria, por las vias naturales, 
desde los origenes del foeco primario hasta 
las raices terminales de la propagacién, donde 
la region anatémica y se torne inaccesible. 


CASOS CLINICOS 
N.N.— 

Diagnéstico Clinico: Sarcoma de mieloplaxos. 

Diagnéstico Histolégico: Epitelioma Epider- 
moide. Malignidad Grado III. 

Diagnéstico Histélogico: (ganglio sub-maxilar) 
Epitelioma Epidermoide Metastasico. 

Comentario: El presente caso fué tratado com- 
binando las extirpaciones quirtirgicas del as metas- 
tasis ganglionares con la Radioterapia. No se hizo 
un vaciamiento téenico de ninguna de las zonas 
ganglionares del cuello, electivas para las metés- 
tasis carcinomatosas, sino que se extirparon blo- 
calmente las adenopatias cuando la clinica las 
deseubria y se procedia a la irradiacién posterior. 

El procedimiento, aunque parece anticuado, 
atin tiene aplicacién en aquellos casos en que 
la irregularidad de los tratamientos, por motivos 
de mala cooperacién del paciente, no permiten 
otra manera de proceder. 

El paciente contintia en buen estado, con franca 
mejoria lo cual hace destacar, como un los easos 
en que las cirugia es incompleta, la Radioterapia 
complementaria modifica substancialmente las 
lesiones, detiene la evolucién de las metastasis y 
prolonga la curacién clinica. 
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N.N.— 

Diagnéstico Clinico: Epitelioma del pémulo 
izquierdo con metastasis sub-maxilar. 

Diagnéstico Histolégico: Epitelioma Epider- 
moide, Malignidad Grado III. 

Diagnéstico Histolégico: (ganglio linfatico) 
Epitelioma Epidermoide metastasico. 

En este enfermo se hizo vaciamiento regulado 
el 4 enero 1945, las piezas se remitieron al labo- 
ratorio, dando los siguientes resultados: Glandula 
y ganglios sub-maxilares: Adenitis créniea. 

Kl dltimo control del enfermo, 12 diciembre 
1945: ‘‘se encuentra al enfermo en buenas con- 
diciones.” 

Comentario: Este caso muestra la evidencia de 
metastasis ganglionares originarias del tumor pri- 
mitivo, con linfomas téxicos, que es la interpreta- 
cién que Je damos al estado reaccional de que 
habla el histélogo. Los venenos originados en un 
foco canceroso son detenidos por la trama del 
ganglio y provocan tal estado preparatorio reac- 
cional, listo a recibir la metastasis celular. En el 
primer caso, la reaccién ganglionar se llama lin- 
foma té6xico, en el segundo, cuando la célula can- 
cerosa se anida en el elemento linfatico, se llama, 
linfoma parasitario. 


N.N.— 
Diagnostico Clinico: Epitelioma de la lengua, 
borde izquierdo, 

Diagnéstico Histol6gico: Epitelioma Epider- 
moide. Malignidad Grado III. 

Tratado con Radium-puncién el 27 diciembre 
1945. Se le practicé el vaciamiento radical el 26 
julio 1945 y se remitiéd la pieza al laboratorio. 
Los exémenes histol6gicos dan el diagnéstico de: 
(ganglios linfaticos) Kpitelioma Epidermoide 
metistasico. Se traté6 luego con Radioterapia, 
agosto 1945; Ultimo control, 17 noviembre 1945, 
dice: “ni en la lengua ni en los ganglios hay 
signos de reproduccién del tumor. No hay epi- 
dermitis de las zonas irradiadas.” 

Comentario: El presente caso no mostré elinica- 
mente adenopatias en sus comienzos y sdlo la 
reiterada observacién, vino a descubrir las metias- 
tasis, casi contempordneas a su aparicién. 

KH] vaciamiento fue satisfactorio, por lo tanto 
se esperan de él los mejores resultados. 


N.N.— 

Diagnéstico Clinico: Epitelioma de la lengua. 

Diagnéstico Histolégico: Epitelioma Epider- 
moide, Malignidad Grado ITI. 

Fue tratado con Radium-puncién el 8 marzo 
1945. El vaciamiento se le practicé el 27 junio 
1945, remitida la pieza al laboratorio, dié el resul- 
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tado histol6gico de: (ganglios linfaticos) Epite- 
lioma Epidermoide metastasico. 

Comentario: Caso similar al anterior. 

N.N.— 

Diagnéstico Clinico: Epitelioma de la lengua. 

Diagnoéstico Histolégico: Enpitelioma Epider- 
moide. Malignidad Grado IT. 

Por tener un ganglio manifiestamente neo- 
plasico, se procedié al vaciamiento radical en 
15 junio 1945, antes de la esterilizacién del tumor. 
Se remitié la pieza al laboratorio, danda el re- 
sultado histolégico de: (ganglio linfatico) Adenitis 
cronica, enviando la siguiente nota: ‘‘sélo se pudo 
examiner un ganglio. Posiblemente en los né 
examinados existian metastasis.” Tratada con 
Radium-puncién el 25 julio 1945. No se hizo 
Radio-terapia post-operatoria. El altimo control. 
3 noviembre 1945, mostraba curacién clinica. 

Comentario: Llama la atencién que la existencia 
de adenopatias clinicamente neoplasicas no fueran 
comprobadas por el examen histolégico, lo cual 
crea reservas en relacién con este examen, que 
pudo haber desapercibido los ganglios enfermos 
o que las adenopatias eran apenas td6xicas, pre- 
paratorias de las metastasis, que justifica el 
yaciamiento, 

Se plantea a la luz de esta observacié clinica 
la conveniencia de la oportunidad del vaciamiento 
antes de la Radium-puncién, como forma de blo- 
quear con anterioridad la ruta cancerosa tributaria 
de una regién anatémiea. 

La politica en materia de vaciamientos, varia 
en funcién de la aparicién de las adenopatias 
sutilmente deseubiertas 0 sospechadas por el eli- 
nico. Al tratarse de cénecer, la conducta en la 
duda no es abstenerse sino intervenir. 

Cabe el interrogante: Conviene vaciar todo 
cuello en una persona portadora de un foco ean- 
ceroso oro-facial y cudndo? la respuesta depende 
del tipo histol6égico y de la localizacién del tumor. 


N.N.— 

Diagnéstico Clinico: Epitelioma de la mejilla 
derecha. 

Diagnoéstico Histolégico: Melanoblastoma ma- 
ligno. 

Tratado con Radium-puncién el 20 abril 1945. 
Vaciamiento el 23 junio 1945, se remitié la pieza 
al laboratorio y el examen histolégico did el re- 
sultado de: (ganglio linfatica) Melanoblastoma 
maligno metastasico. Tratada con Radioterapia 
en noviembre. La enferma se encuentra en buen 
estado actualmente. 

Comentario: Kl examen retrospectivo de la his- 
toria clinica muestra la veracidad del examen 
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histolégico, o sea que se trataba de un tumor 
’ 

maligno melanico, cuya idiosineracia reserva espe- 

cialmente el prondéstico. 


N.N.— 

Diagnéstico Clinico: Nevo-carcinoma metastasico. 

Diagnéstico Histol6égico: Melanoblastoma. 

Vaciamiento el 16 julio 1945, se remitié la pieza 
al laboratorio dando el resultado de: (ganglio 
linfatico) Melanoblastoma maligno metastasico. 
Tratado con Radioterapia en julio. Después de 
terminado este tratamiento, el paciente murié de 
hemorragia cerebral. 

KE] prondéstico era fatal desde el punto de vista 
de la naturaleza del tumor. 


N.N.— 

Diagnéstico Clinico: Nevo-carecinoma de la me- 
jilla derecha con adenopatias carotideas. 

Se procede ha hacer el vaciamiento antes de la 
esterilizacién del tumor primitivo en 11 agosto 
1945, se remitié la pieza al laboratorio y da el 
resultado de: (ganglios linfaticos) Melanoblastoma 
maligno metastdsico. El 11 septiembre se hizo 
la electrocoagulacién del tumor de la mejilla. 

En el ultimo control el 29 noviembre 1945 “la 
enferma se encuentra en buen estado.” 

Comentario: La experiencia demuestra que los 
sasos de tumores malignos melanicos, son de muy 
mal prondéstico. La tnica linea de conducta prac- 
ticada hoy es la que se usé en este caso. 


N.N.— 

Diagnéstico Clinico: Epitelioma del labio in- 
ferior. 

Diagnéstico Histolégico: Enpitelioma 
moide, Malignidad Grado IT. 

Enfermo con adenopatias sub-mentales. Tratado 
con Radium-punecién el 4 mayo 1945. Se le 
practicé6 el vaciamiento ganglionar de las dos 
cadenas sub-maxilares en 5 julio 1945, se remitiéd 
la pieza al laboratorio, dando el resultados de: 
(ganglios linfaticos) Epitelioma Epidermoide 
metastisico. Como presentara adenopatias cervi- 
cales izquierdas, se hizo el vaciamiento de esa 
regién en octubre, y al examen de los ganglios 
también el laboratorio histolégico dié el resultado 
de: Epitelioma Epidermoide metastésico. Tratada 
con Radioterapia complementaria en noviembre 
1945. Ultimo control; 15 diciembre 1945: “en- 
fermo en magnificas condiciones.” 

Comentario: La localizacién de las metastasis 
en un principio situadas sobre las dos cadenas 
sub-maxilares, debido a la situacién central del 
foco inicial, siguieron el curso de la via carotidiana 
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izquierda, que fué necesario vaciar en masa para 
conseguir una cura radical del cuello. 


N.N.— 

Diagnéstico Clinico: Epitelioma de la lengua. 

Tenia adenopatias en la regién carotidea derecha 
que dieron la voz de alarma de la afeccién. Debido 
al exdmen de estas adenopatias se descubrié el 
foco inicial en la regién derecha de la lengua. 
La biopsia de esté lesién dié el resultado de: 
Kpitelioma Epidermoide, Malignidad Grado II. 
Tratada con Radium-puncién el 17 agosto 1945, 
Se le practicé el vaciamiento el 18 septiembre 
1945, se remitid la pieza al laboratorio dando el 
examen histol6égico el resultado de: (ganglios lin- 
faticos) Epitelioma Epidermoide — metastdsico. 
Tratamiento post-operatorio con Radioterapia en 
octubre. Ultimo control 17 noviembre 1945: “en- 
fermo en buen estado general.” 

Comentario: No es extraio que la voz de alarma 
de un cancer de la cara o de sus eavidades sea 
dada por la metastasis ganglionar. 

La generalizacién ganglionar es precoz en las 
primeras porciones del tubo digestivo y tardia en 
las Ultimas, lo cual ha hecho pensar en la con- 
veniencia de hacer vaciamientos del cuello en las 
localizaciones arriba mencionadas, todas las veces 
que no se tenga la absoluta seguridad de que la 
lesién neoplisica esta estrictamente localizada en 
su punto de origen, lo cual es raro eneontrar en 
la clinica. Ksta localizacién corresponde al Grado 
I de las clasificaciones nosolégieas. 


N.N.- 

Diagnéstico Clinico: 
paladar. 

Diagnostico Histolégico: Epitelioma 
moide, Malignidad Grado II. 

Adenopatias neoplasicas en la regién lateral de- 
recha del cuello debajo del angulo del maxilar, 
elinicamente neoplasicas. 

Tratado con Radioterapia el 6 septiembre 1945, 
Vaciamiento el 21 noviembre 1945, se remitié la 
pieza al laboratorio, dando el resultado de: (gan- 
glios linfaticos) Adenitis crénica. No hay metas- 
tasis. Ultimo control en 20 diciembre 1945: “en- 
fermo en muy buenas condiciones.” 


Kpitelioma del velo del 


Kpider- 


N.N.— 
Diagnoéstico Clinico: Epitelioma de la cara in- 
terna de la mejilla derecha con adenopatias sub- 


maxilares derechas de caracteres neoplasicos 
clinicos. 
Diagnoéstico Histolégico: Epiteliona Epider- 


moide. Malignidad Grado IT. 
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Tratado con Telecurieterapia en octubre 1945. 
Se le hizo el vaciamiento el 20 noviembre 1945. 
El material se envié al laboratorio y el ex4men 
histolégico dié el resultado de: (ganglios linfa- 
ticos) Epitelioma Epidermoide metastasico. El 
iltimo control el 1 diciembre 1945: “enfermo en 
buen estado.” 


N.N- 

Diagnéstico Clinico: Epitelioma de la lengua 
lado derecho. 

Diagnéstico Histolégico: Epitelioma Epider- 
moide. Malignidad Grado ITI. 

Habia adenopatias en la regién sub-maxilar 
derecha, Tratada con Radium-punciodn en 31 octu- 
bre 1945. Vaciamiento en 28 noviembre 1945, 
enviadas las piezas al laboratorio, el examen his- 
tolégico dié el resultado de: (ganglios linfaticos) 
Epitelioma: Epidermoide metastésico. El 13 di- 
ciembre 1945 filtimo control: ‘‘Enfermo en muy 
buen estado.” 


N.N.— 

Diagnéstico Clinico: Epitelioma de la lengua. 

Diagnéstico Histolégico: Epitelioma Epider- 
moide. Malignidad Grado IT. 

Tratamiento con Radium-puncién el 17 diciem- 
bre 1945. Enfermo con adenopatias sub-maxilares. 
Vaciamiento ganglionar el 6 marzo 1946, se re- 
mitié la pieza al laboratorio y el resultado histo- 
légico fué: (ganglios cervicales, supra-elaviculares ) 
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Adenitis erénica no especifica. Ultimo control 
15 marzo 1946: “la herida quirirgica esta cicatri- 
zada. Volveri de aqui a 3 meses.” 


Para terminar deseo presentar brevemente 
tres de los mas raros casos que se contemplan 
en la practica quirtirgica y que tuve la for- 
tuna de encontrar durante el aio de 1945. 

1. Tumor del seno en un nino de 7 meses 
de edad, de evolucién rapida, del tamano de 
una mandarina que por su volumen aparen- 
taba producir retraccién cutéanea. Durante 
la operacién, la seccién de congelacién mostré 
el corte microscépico de un Fibro-Adenoma 
Peri-Canalicular, que fue extirpado_total- 
mente, dando la curacién del paciente. 

2. Neumatosis quistica del peritoneo; ha- 
llazgo operatorio en el curso de una gastro- 
enterostomia para el tratamiento de una 
estenosis pilérica de origen ulceroso, y 

3. Leiomioma del est6émago que daba la 
imagen radiol6gica de un cancer. 

Al paciente se le habia practicado una 
gastro-enterostomia en una elinica de Pro- 
vincia para corregirle la estenosis pil6rica. 
Los cirujanos lo remitieron a Bogota para 
que en mejores condiciones se hiciera la 
gastrectomia para cancer. El espécimen 
demostr6 que se trataba de un Leiomioma. 














Orientaciones y resultados personales en la cirujia 
de la ulcera gastro-duodenal* 


DR. ALBERTO SABOGAL + 
CALLAO, PERU 


lL presente trabajo se limita a dar a 
conocer a Uds. nuestra experiencia per- 
sonal en la cirujia de las tileceras gastro- 

duodenales en pacientes de la _ clientela 
privada y de mi servicio del Hospital Carrion 
del Callao. Prescindiremos de literatura e 
historia en honor a la brevedad. Datos bien 
recogidos, indican que mas de mil articulos 
se publican anualmente sobre este tema. A 
pesar de ello, etiliologia y patogenia tienen 
aun. gruesos puntos obscuros. La pugna entre 
médicos y cirujanos alrededor de los trata- 
mientos conservadores, contintia y continuara 
hasta que se conozea el origen de aquellas 
ilceras que no son explicados por causas in- 
fecciosas, malos habitos o francos desequili- 
brios neuromotrices. Cuando estas causas se 
encuentran, el tratamiento médico es posible 
con éxito permanente. Ademas, no hay ciru- 
jano que se atreva a operar a un ulceroso y 
gastrectomizarlo por el simple hallazgo de 
una tileera. El] ulceroso requiere, muy espe- 
cialmente por el cirujano, en estudio previo, 
agudo y continuo. 

La observacién médica prolongada tiene su 
limite y su peligro. Este radica en que atin 
con la excesiva expectacion no es posible saber, 
a pesar de la gastroscopia y de la radiologia, 
cuando una tileera es pura y cuando es una 
ulceracién implantada en una neoplasia dis- 
ereta. La frecuencia del cancer de estémago, 
uno de los més comunes, segtin muchas esta- 
disticas, impone no esperar demasiado. 

A pesar de todos los recursos clinicos y de 
los resultados radiolégicos y gastroscépicos, 
los cirujanos nos quedamos a veces sorpren- 
didos con la escasa relacién existente entre 
la tileera sospechada y la que se encuentra 





*Presentado a la Primera Conferencia Peruana de 
Cirujia, realizado con ocasi6n de la 5a Asamblea Inter- 
nacional del Colegio Internacional de Cirujanos, efectuado 
en Lima. 

+ Médico Jefe del Servicio de S. Carlos del Hospital 
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en el acto operatorio. En dos casos, no he 
podido extirpar el block ulceroso antral por 
la gran reacci6n periférica que macroseépica- 
mente hacia pensar en neo maligno infiltrado 
y con metastasis ganglinares. He tenido que 
practicar la conducta que aconseja el cirujano 
australiano Devine, indudablemente excelente 
por sus resultados. No considero pues, dema- 
siado seguro el camino de guiarse exelusiva- 
mente por las radiografias seriadas, periddicas 
y opino que es mejor conectar esos resultados 
con las observaciones clinicas cuidadosas y 
para resolver en un tiempo prudencial. 

Ile operado enfermos con tleeras perfo- 
radas en el parénquima hepatico, en el pan- 


creatico, en los mesos de quienes estaban 
siguiendo tratamiento médico. He asistido 
hemorragias en pleno tratamiento médico. 


Sin embargo, no se debe ser ni precipitado 
ni extremista, sino actuar con criterio y con 
sentido clinico, pues no hay que olvidar que 
en el tratamiento quirtrgico, hasta hoy en 
boea, la gastrectomia sub-total, es indudable- 
mente mutilante y exige prolongada observa- 
cidn médica del paciente y régimen alimen- 
ticio adecuado y limitado. Para una pequena 
lesion hay que extirpar la mayor parte del 
est6mago y a veces una buena porcién del 
duodeno, intervencién dificil que hace desviar 
la mecénica y el quimismo, intervencién que 
exige manos expertas, personal preparado y 
recursos amp!ios y oportunos. Por estas con- 
sideraciones, imperativo tener pautas 
orientadoras en el momento de seguir una 
econducta quirtrgica. En buena parte, estas 
pautas son recogidas del interrogatorio del 
paciente. Procuramos ser sistematicos en éste, 
desarrollando adecuadamente la _ sintomato- 
logia sentida a través del tiempo de enferme- 
dad, la reaccién ante la terapéutica o ante 
la alimentacién, las oscilaciones del peso y 
en general todo lo que constituye utilidad 
para nuestro juicio. En esta minuciosa labor, 


es 








J. INTERNAT. 
COLL. SURG, 


el personal de asistentes desempefia una fun- 
cién de primordial importancia y quiero en 
esta ocasién remarearla en todo su valor. 
Aparte de muchos factores, que indudable- 
mente juegan en la decisién operatoria, voy 
a exponer brevemente aquellos que rutina- 
riamente contribuyen a definir nuestra con- 
ducta a favor de la conducta quirtrgieca. 
Condicién social del paciente. Ponemos 
esta condicién en primer lugar porque real- 
mente la merece. El uleeroso, econdmica- 
mente solvente, tiene frente al tratamiento 
médico diferentes perspectivas que el indi- 
gente. Aquel puede realizar reposo, dieta, 
observacién médica y terapéutica, ete. todo 
el tiempo que sea necesario; el indigente, en 
cambio, rompe el ritmo de su asistencia 
apenas deja el hospital. Su régimen dietético, 
base de todo tratamiento, se vuelve irregular 
y entonces, el paciente vuelve pronto con los 
mismos © peores trastornos. En_ realidad, 
hay tileeras que en dos o tres meses de trata- 
miento médico bien seguido ecuran  radical- 
mente, sin necesidad de intervencién; a esas 


Cuapro I 


Edad de los pacientes 
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no nos referimos. Generalmente son secun- 
darias a procesos alejados que curan con el 
tratamiento causal; nos referimos a la tileera 
erénica, primero descrita por Cruvelhier. La 
mayor parte de los tratamientos médicos que 
hemos realizado en éstas, cuando se trata de 
pacientes de condicién social baja, carentes 
de recursos y obligados a trabajos fuertes 
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para subsistir, han dado resultados mag- 
nificos mientras han estado hospitalizados ; 
inclusive hemos visto la desaparicién radiolé- 
gica de los nichos y la de los sintomas clinicos ; 
tales buenos resultados se han frustrado a 
las pocas semanas de su salida del hospital. 
Por eso, para nosotros es perentorio, frente a 
estos pacientes, fijar bien su condicién econd- 
mico-social. En muchas instancias, esta con- 
dicién es determinativa de la conducta. Esto 


Cuapro II 


Antigiiedad (supuesta) de la ulcera 
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no quiere decir que el gastrectomizado es 
un paciente que queda libre de todo régimen 
y cuidado. Por el contrario, necesita ser 
observado durante todo el tiempo que sea 
necesario, pero es indudable que una técnica 
operatoria bien seguida, con asa apropiado, 
actuando con delicadeza, proporciona buenos 
resultados y el paciente puede gozar pronto 
de una alimentacién normal, base funda- 
mental para su salud y su trabajo. Remarco, 
que esta conducta quirtrgica se desvia hacia 
la conservadora, en los casos de pacientes 
cuyas condiciones econdmicas les permiten 
las posibilidades de seguir un régimen médico, 
siempre que no haya otros factores que 
puedan significarle peligros derivados de la 
existencia de su tleera. 

Antigiiedad de la uileera. Tiene también 
tna importancia especial. Aceptamos como 
etapa de iniciacién del proceso, aquella en 
que los trastornos se hacen més o menos 
estables 0 ingresan al ciclo ondulante de 
exacerbacién y acalmia. Vuelvo a insistir en 
la importancia del interrogatorio para decidir 
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sobre este punto. En la gran mayoria, con 
ciertas variaciones, aceptamos que una tlcera 
que tiene dos afos o mas, exige fuerte disci- 
plina y paciencia, por parte del enfermo, 
para la curabilidad médica; exige, ademas, 
para este tratamiento, facilidades econémicas 
y ambientales. Por la frecuencia con que 
estas Gilceras crénicas tienen nuevos brotes de 
actividad, y por las veces que hemos visto 
fracasar en ellas los tratamientos médicos, 
opinamos que si sus condiciones no se modi- 
fican por una buena cura incruenta, seguida 
en el hospital o en la clinica, mejor es optar 
por su operabilidad. 

Hiperclorhidria. La presencia de este signo, 
estudiado repetidamente y previa eliminacién 
de causas extranhas sospechadas nos inclina, 
junto con los demas factores, a la conducta 
quirtrgica. Y es que la hiperacidez, en los 
ulcerosos exige la alcalinizacién permanente 
del jugo gastrico por medios medicamentosos, 
medicacién que no puede continuarse por 
époeas prolongadas porque produce alcalosis, 
constipacién, intolerancia y molestias entero- 
cdlicas. Ademas, el uso de alealiniterreos, 
exige quimismos gastricos frecuentes de con- 
trol, técnica ésta no posible de practicar con 
la regularidad necesaria en todos los pacientes. 

Otros factores. En este capitulo, haremos 
la mencién simple de aquellos hechos que 
determinan la operabilidad de los ulcerosos. 
La perforacién aguda, la hemorragia no do- 
minable, la sospecha de degeneracién maligna, 
la indiferencia o negatividad a los trata- 
mientos médicos, son factores que deciden el 
tratamiento quirtrgico. 

No es posible, sehores, ser mas breve en la 
exposicién de estos hechos. He tratado, a 
grandes rasgos, los lineamientos que seguimos 
en la determinacién del tratamiento quirir- 
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gico de las tilceras gastroduodenales. La tée- 
nica que empleamos es la de Polya en la 
inmensa mayoria de los casos. Nos parece la 
mas breve y segura; la precedemos de una 
amplia y minuciosa exploracién y la termi- 
namos generalmente con apendicectomia. A 
continuacién presentamos un cuadro que re- 
sume nuestras observaciones en 50 casos. En 
él figuran dos pacientes con tleeras pépticas 


Cuapro III 
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recurrentes después de gastroenteroanasto- 
mosis, a los cuales practicamos con éxito de 
gastroenterostomia y gastrectomia. Un caso 
de tleera perforada, curada también con 
gastrectomia a lo Polya y los demas son pa- 
cientes portadores de tlceras a quienes hemos 
practicado gastrectomias o duodenogastrecto- 
mias por pertenecer los grupos cuyos linea- 
mientos hemos enunciado. 

La indole de este trabajo no permite mayor 
extensi6n. El indice de mortalidad general 
ha sido de! 3.3 por ciento, mortalidad que se 
ha producido en los primeros veinte enfermos. 
A. partir de esta cifra, la mortalidad ha bajado 
al 0 por ciento. 








De la Seccion de Bridas* 


MAX ESPINOZA GALARZA 
LIMA, PERU 


UESTRO homenaje a Jocobeus.—Lo 
consideramos como a un genio, como 
a un innovador de primera categoria, 
por la brillante idea suya de aplicar la 
manera de exploracion ya utilizada para la 
vejiga al campo de la exploracion toracica. 

Kn el Pera, pese a haber sido el Dr. 
Losno el primero en utilizar el procedimiento 
(euatro casos), consideramos al Dr. Fran- 
cisco Villa Garcia como al pionner. 

DE LAS BRIDAS 

Quien ha tenido ocasion de introducir el 
pleuroscopio para observar Ja cavidad a la 
que va destinada recordara la inusitada 
frecuencia con que se distinguen  lesiones 
pulmonares corticales asi como otras lesiones 
fimatosas pleurales mintsculas, casi reducidas 
al grano miliar del que la Anatomia Pato- 
légica nos habla. Demas e stay recalear el 
hecho inconcuso de que estas lesiones, per- 
ceptibles a ojo directo, no lo son a la radio- 
vrafia aun cuando ella haya sido obtenida 
con maquinas de alto rendimiento en 
mili-amperios. 

Por la misma Anatomia Patolégica sabemos 
que el germen tuberculigeno, cumpliendo su 
rol de intruso, de elemento perturbador o 
injuriante, determina la reaccion consecuente. 
Esta, en algunos casos, no pasa de ser banal 
perteneciente a la inflamacion§ sin cariz 
especifico i dando lugar a la produccion de 
exudado fibrinoso localizado al lugar de la 
injuria. En otros ya no se trata de reaccion 
inespecifica de vecindad si né de contagio a 
la pleura. En_ estas cireunstancias — los 
elementos comunes de reaccion banal van 
acompanhados por los de reaccion especifica, 
tal cual la Hamada hiperplasia del tejido con- 
juntivo siempre que la hoja pleural afectada 
conserve su aptitud reaccional. 

Por tiltimo, cuando de lesiones tuberculosas 
parenquimales muy superficia les se trata. i 
estas porciones parenquimales se encuentran 

* Presentado en Ja V_ Asamblea_ Internacional del 
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muy vecinas a la pared costal o al mediastino, 
el mismo tejido pulmonar’ por su puesto modi- 
ficado por la Jesion, toma parte en la ad- 
herencia constituyendo sinequias parciales 
que en el futuro devendran en enemigos del 
colapso. 

Como se vé todos los casos es la irritacion 
la que produce la inflamacion consecuente, 
causante a su vez de la formacion de 
puentecillos entre las dos hojas pleurales. 

Las formaciones del primer grupo, vale 
decir aquellas pertenecientes a reaccion banal, 
no especifica, originan exudado fibrinoso dé 
suyo localizados, de muy poca resistencia a 
la separacion de las hojas pleurales cuando 
se instale neumotérax artificial i que, mas 
tarde, por accion mecanica de este neumo- 
térax, formaran delgados hilos o muy ténues 
velos de fibrina. Kn su mayoria no con- 
stituyen enemigos firmes de la accion salva- 
dora del colapso. 

Las del segundo grupo, las que tienen 
origen en la reaccion pleural frente a la 
invasion fimatosa, acompanhadas por hiper- 
plasia comjuntiva, eneunciada antes, ya son 
enemigos de mayor edad; 0, por mejor decir, 
enemigos de mayor resistencia frente a_ los 
cuales es necesario utilizar adecuados proce- 
dimientos para doblegarlos. En general 
ellas se presentan como cordones munidos de 
vasos de calibre variable como en toda neo- 
formacion irritativa; como doble cono o en 
reloj de arena con su polo de insercion 
parietal i de insercion visceral, siempre con- 
venientemente irrigados. Por itltimo, es 
frecuente la adopcion de laminas de extension 
i complicacion abigarrada con sus  corre- 
spondientes caras i aristas, no faltandoles 
nunea adecuada irrigacion sanguinea. 

Las del tercer grupo, las de origen paren- 
quimal o pleural independiente, son enemigos 
respectables ante los cuales, a veces, tenemos 
que efectuar movimientos de prudente re- 
tirada para evitar accidentes. 

Visualizacion de las bridas.—Lo que an- 
teriormente enunciamos no puede visualizarse 
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hasta el momento en que la separacion de 
ambas hojas pleurales sea hecho consumado. 
En otra forma, las bridas no podremos dis- 
tinguirlas sino cuando se haya instalado 
neumoté:ax artificial. Por supuesto esta 
visualizacion nos la proporciona en su mayor 
parte el elemento radiograficospero desgracia- 
damente, hay bridas que son mudas a este 
medio diagnéstico. Las situadas en el canal 
costo-vertebral, otras de situacion posterior 
i de tamanho pequeno, escapan a la visualiza- 
cion deseada. jCuantas veces cada reinsu- 
flacion despierta en el paciente un jay! 
insignificante que, al pedir su explicacion, 
casi siempre haciendo gala de supuesto valor, 
despistan su importancia los mismos_ paci- 
entes! I, un tanto mas raramente, vemos o 
hemos constatado pequefias hemoptisis antano 
denominadas hemoptisis de reinsuflacion por 
ignorarse su modo deproduccion, causadas 
con toga seguridad por elongamiento pul- 
monar precisamente en el lugar de implanta- 
cion visceral de una brida muda a la radio- 
erafia. En todos estos casos se impone la 
salvadora pleurosocopia que nos proporcion- 
ara resultados altamente indicadores de la 
presencia de bridas mudas i cuya seccion nos 
conducira al mejoramiento del neumotorax, 
revistiéndolo de una suficiencia del 100%. 

Oportunidad de la plewroscopia.—En las 
obras un tanto anticuadas hemos aprendido 
a esperar por lo menos tres meses para 
efectuar una pleuroscopia con intencion de 
seccionar una brida. En la actualidad este 
concepto ya no tiene razon de ser. Inmediata- 
mente que haya sido visualizada una brida 
mediante la radiografia 0 que haya sospecha 
clinica de ella, la pleuroscopia se impone. 
Nuestra conducta particular en este caso es 
la siguiente: por rutina, despues de la sétima 
insuflacion (vale decir al mes de iniciado el 
neumotérax) a todos nuestros pacientes les 
tomamos nueva radiografia. No son raras 
las sorpresas que nos hacen distinguir algo 
insospechado. 

En ciertas circunstancias no es necesario 
esperar este lapso de tiempo. En _ pacientes 
en quienes la instauracion del neumotoérax se 
ha efeetuado por hemoptisis que no ceden a 
aquella medida terapéutica, en plena hemop- 
tisis, nos vemos obligados a efectuar la 
pleuroscopia i seecion de bridas. 


MAX ESPINOZA GALARZA 
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INSTRUMENTAL UTILIZADO EN LA SECCION 
DE BRIDAS 
Son necesarios los siguiente utensilios : 

1. El pleuroscopio, 

2. Los electrodos cisurantes; i 

3. Un aparato productor de corriente. 

Referente a los pleuroscopios sabemos que 
su fundamento es exactamente igual al del 
citosecopio el cual a su vez lo es igual al de 
los perisocopios de submarinos, fundados en 
el principio diéptrico de la reflexion total. 
Personalemente utilizamos primero el de 
vision refleja cuyo campo de observacion es 
muy grande; despues utilizamos el de vision 
directa, de campo de observacion mucho mas 
reducido, pero con aporte de detalle tan 
amplio que nos permite estudio mas detenido 
i mas certero que el mencionado en primer 
lugar. 

Para poder vencer la resistencia de la 
pared costal a fin de introducir nuestro in- 
strumental dentro la cavidad pleural, es 
utilizada una canula cuyo fin es el de tune- 
lizar aquella pared. En esta materia hay 
dos sistemas en lo que al nimero de cénulas 
concierne: unos dos eénulas, destinadas la 
primera al pasaje del pleuroscopio i la otra 
al pasaje del asa con el cual se ha de verificar 
la seecion. Con toda sinceridad no eneon- 
tramos ninguna ventaja al uso de una sola 
‘anula ya que ello impone el acoplamiento 
de pleuroscopio i sistema seecionador, todo 
pesado, de movimientos un tanto limitados, 
bajo angulos siempre estrechos. En una 
palabra, nos declaramos franeos partidarios 
del sistema que utiliza dos cénulas. 

Referente a estas en si mismas, todavia hay 
“Anulas rigidas i canulas flexibles. Hemos 
trabajado con las dos clases de ellas y franeca- 
mente, no nos deeclaramos partidarios de la 
canula flexible por la serie de incomodidades 
que presentan: dificultad de su retiro que, 
a veces, es tan grande que da la sensacion 
de su irremediable ruptura con la caterva 
de aecidentes que puede acarrear su intro- 
mision dentro la cavidad ya senalada por 
otros autores que mayor experiencia tienen 
en la materia. 

Cada cénula lleva su 
trécar terminado en punta cortante 
triangular o en lanceta. 


correspondiente 
ya sea 
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SECCION 
Para que el pasaje de la cénula a traves 
de la piel sea facil de ejecutar, se incinde 
aquella en extension nunca mayor de un 
centimetro, con la ayuda de un bisturi. 


LOS ELECTRODOS CISURANTES 

El fundamento fisico de los dos procedi- 
mientos con los cuales se llaga a efectuar la 
seccion de bridas, varia segun ellos. En el 
de Jacobeus se utiliza exclusivamente el calor 
producido por la resistencia del asa al pasaje 
de la corriente, de tal manera que llega un 
momento en que dicho calor causa el en- 
rojecimiento de la citada asa con el cual 
calor se produce la incineracion del tejido 
que constituye la brida. Por experiencias 
ampliamente ejecutadas al respecto, se sabe 
que el calor oscuro al mismo tiempo que posee 
propiedades cisurantes tambien autia como 
hemostatico dentro linderos bastante — re- 
ducidos. Por las obras de Fisiologia hemos 
hallado alguna vez que con el calor oscuro 
ha si do posible efectuar seccion de la arteria 
femoral de conejos sin hemorragia; pero de 
experiencias en animales a seccion de bridas 
en préjimos hay bastante distancia. 

Teniendo en cuenta esta cireunstancia 
Maurer ideéd su pedal que, con el asa de 
Kremer, podia pasar del cauterio a la elec- 
trocoagulacion con el inmediato objeto de 
cohibir la hemorragia que pudiera presentarse 
cuando se intenta la seccion tantas veces 
citada. Por mucho tiempo fué la salvacion 
de muchos pacientes, pero aparecieron otros 
procedimientos de suyo completos i tan pro- 
tectores como aquel contra el accidente cuya 
lamentacion siempre ha de ser pequena ante 
los perjuicios susceptibles de presentarse. 

En el mes de agosto de 1929 el Dr. Ralph 
CH. Matson, despues de una serie de ex- 
periencias, llegé a divulgar un procedimiento 
completamente suyo al que se le llama proce- 
dimiento electro-quirtrgico que es el que mas 
en boga se halla en manos de quienes desean 
ejecutar la seccion sin riesgo 0 con un minimo 
de ellos dentro los linderos de lo catalogable 
como aplicable a lo humano. 

El procedimiento  electro-quirtiirgico de 
Matson opera con corriente de muy alta 
frecuencia. Cuando estudiabamos Fisica 
Médiea en ya alejados afos, en el capitulo 
de corrientes de alta frecuencia, se nos en- 
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seaba que las de aplicacion médica deberian 
tener una frecuencia no menor de 500.000 
alternancias por segundo. j Cuanta diferencia 
con la actual! La corriente utilizada por el 
procedimiento que comentamos debe tener 
cuando menos un millon de alternanacias 
parpoder llenar su doble objeto de incisivo 
e inocuo. 

El fundamento de 
frecuancia lo hallamos en el capitu lo cono- 
cido con el nombre de desearea oscilante. La 
clasica comparacion de esta clase de corriente 
es la que lo parangona con el movimiento 


las corrientes de alta 


pendular. 

De la misma manera la descarga oscilante 
sigue este curso. Cuando existe una difer- 
encia de potencial entre dos puntos 1 una 
brusea descarga tiende a_ restablecer entre 
aquellos el equilibrio eléctrico, se da lugar 
al establecimiento de un cierto ntiimero de 
oscilaciones del potencial entre aquellos 
puntos: cada uno toma, alternativamente, 
valores positivos i negativos hasta el instante 
en que, por amortiguacion de las oscilaciones, 
aquel equilibrio es establecido. Utilizando 
esta clase de corriente el efecto obtenido se 
halla en funcion del calor desarrollado por 
la corriente al pasar del electrodo activo a 
los tejidos, vale decir por la resistencia (calor 
ébhmico) opuesta por los citados tajidos al 
mismo pasaje. El] autor apunta: ‘‘la canti- 
dad de calor es proporcional al cuadrado de 
la densidad de la corriente i su capacidad 
e destruccion celular es proporecional a la 
fuerza i clase e la corriente utilizada. Si se 
aumenta el amperaje (intensidad) se desa- 
rrolla mas calor; el efecto penetra mucho mas 
profundamente i la elevacion del voltaje 
(potencial) proporeciona fuerza adicional con 
que elevar el amperaje.’’ 

En términos generales la producion de una 
corriente de elevada intensidad se produce 
utiliarando un electrodo activo pequeno al 
cual se la llama tambien electrodo operante; 
i, el electrodo inoperante al cual tambien se 
le Hama electrodo indiferente, esta formado 
por una lamina ancha colocada en cualquier 
parte del paciente. Por esta razon la co- 
rriente se halla concentrada en la vecindad 
del electrodo activo de tal manera que al 
pasar la corriente del electrodo activo al 

(Continuado en pagina 259) 
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Cancer de la Laringe 


Radioterapia y Consideraciones Quirtirgicas' 


DR. EDUARDO CACERES GRAZIANI * 
CHICAGO, ILLINOIS 


L. propésito de este trabajo es comunicar, 
primero, ciertos avances en la irradia- 
cién del cancer de la laringe, y, segundo, 

discutir algunos aspectos quirtirgicos, con 
especial referencia a la laringectomia después 
de irradiacion. 

La usual clasificacién del cancer laringeo 
reconoce dos formas: intrinseco v extrinseco. 
Ki] intrinseco comprende el grupo de lesiones 
originadas en el ventriculo laringeo, cuerda 
vocal verdadera y region subglotica. [El] ex- 
trinseco comprende el grupo de lesiones origi- 
nadas en la cuerda falsa, epiglotis, repliegue 
ariepiglotico y seno piriforme. 

Las lesiones originadas en la cuerda falsa 
son designadas como intrinsecas por algunos, 
y como extrinsecas por otros; se ha sugerido 
que el borde libre de la cuerda falsa seria 
considerado como la linea divisoria. Actual- 
mente es a menudo, deficil, determinar el 
punto -exacto de la_ lesidn, especialmente 
cuando es avanzada. 

La mayor parte de los laringélogos refieren 
las lesiones intrinsecas como operables y las 
extrinsecas como inoperables. La presencia 
de metastasis en los nédulos linfaticos cervi- 
cales es también referida como un signo de 
inoperabilidad, por la mayoria de los ciru- 
janos laringélogos. 

Con raras excepciones, la estructura histo- 
l6gica es la del carcinoma epidermoide. Las 
lesiones, naciendo en la cuerda vocal verda- 
dera, son generalmente de tipo espino celular ; 
en cambio, aquellas que nacen en la cuerda 
falsa, la epiglotis, el repliegue ariepiglético 
0 el seno piriforme, son frecuentemente de 
tipo indiferenciado; este tipo indiferenciado 
esta también, a menudo, mezeclado con focos 

* Del Chicago Tumor Institute. 


+ Presentado en la V Asamblea Internacional del Cole- 
gio Internacional de Cirujanos, Lima, Peru, marzo, 1946. 


bo 


espinocelulares. Contrario a muchas afirma- 
ciones en la literatura, el carcinoma espinoso 
de la laringe no es radioresistente, probando 
que la lesién no es profundamente infiltrante 
y que la irradiacién es adecuada. 

Ks lamentable que, aunque la ronquera es 
un sintoma precoz, en el 95 por ciento de los 
casos de carcinoma que nacen en la cuerda 
vocal verdadera, la mayoria de los pacientes 
que sufren de esta enfermedad consultan al 
médico en los tltimos estadios de la misma. 
Kn una serie consecutiva de 413 casos de 
cancer de la laringe reportados por Cutler ° 
solamente 8&8 o 20 por ciento fueron en estado 
inicial. Un estudio de nuestra estadistica 
indica una demora de 9 meses, aproximada- 
mente, desde el momento en que al paciente 
se le desarrolla la ronquera hasta que se prac- 
tica un examen de la laringe. Luego trans- 
curre un tiempo adicional de 9 meses antes 
de comenzar el tratamiento. Esta demora de 
18 meses, mas 0 menos, favorese la alta mor- 
talidad, que atin se registra. 

En los tltimos anos se han heeho impor- 
tantes avances en el tratamiento de esta 
enfermedad, por medio de los rayos X o del 
‘adium. Este progreso ha planteado el im- 
portante problema de si la irradiacién es 
justificada en el tratamiento del cancer 
operable de la laringe. 

Cuando la lesién esta limitada a la cuerda 
vocal verdadera y no ha aleanzado la eomi- 
sura anterior 0 posterior es curable por larin- 
vofisura en, aproximadamente, 80 a &5 por 
ciento de los casos, (Chevalier Jackson,!° 
comunica 82 por ciento, Gordon New "! 83 por 
ciento). De aqui que se vacile a abandonar 
este valioso y corriente proceder, por métodos 
nuevos. Pero, al mismo tiempo, recientes 
comunicaciones indican que estas lesiones son 
curables por una irradiacién adecuada, en el 
mismo porcentage y con la ventaja de que 
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la voz se aproxima mas a la normal. Esto 
hace deseable que los casos de laringofisura 
sean seleccionados con el mayor cuidado y 
teniendo presente el conocimiento de los re- 
cientes resultados de irradiacién para estas 
lesiones precoces. 

Tal vez el grupo mas interesante es aquel 
en el que debe hacerse la eleccién entre irra- 
diacién y laringectomia total, siendo, casual- 
mente, este el grupo en el que se han alean- 
zado importantes avances en el Chicago 
Tumor Institute. En efecto, hemos hallado 
que muchas lesiones avanzadas para ser 
tratadas por laringofisura son curables por 
radioterapia a concentracién, probando que 
las estructuras no son fijadas completamente 
por el tumor; pero lo debia ser, recordando 
que cuando lo son, Ja laringectomia es el 
proceder de eleccién. Sin embargo, la fijacién 
puede deberse a inflamacién, especialmente 
si se han practicado una o mas biopsias; pero, 
la fijacién, generalmente, indica infiltraci6én 
profunda por el tumor. 

Ocurre a menudo que, o la lesién esta en 
el limite de operabilidad o el paciente rehusa 
la laringectomia total o desea ser tratado por 
irradiacién, sabiendo que la_ laringectomia 
puede llevarse a cabo, si la irradiacién no 
tiene éxito. Entonces nace la pregunta de 
si puede hacerse con seguridad la laringecto- 
mia a continuacién de un curso de irradiaci6n. 
Esta pregunta ha sido contestada afirmativa- 
mente por varios autores. Brunschwing, de 
la Universidad de Chicago *°; Bernheimer, 
de Chicago!; Lenz, de la Universidad de 
Columbia ®; Figi, de la Clinica Mayo*; y 
Cutler? de Chicago. 

Estudios microseépicos de tejidos  irra- 
diados hechos por Borak,? Wolbach’? y 
Brighton * revelan que los cambios producidos 
por irradiacién son fibrosis y espesamiento 
de los pequenos vasos, con grados variables 
de cambios degenerativos en los miusculos, 
debido a interferencia de la cireulacién. Es 
justo aceptar que con el mejoramiento de las 
téenicas en la administracién de los rayos X, 
particularmente en el uso de pequenos campos, 
estas alteraciones de los tejidos normales 
pueden reducirse al minimum. 

Yo he verificado un anélisis de once pa- 
cientes que fueron sometidos a laringectomia 


258 


MAR.-APR. 


CANCER DE LA LARINGE 1947 


total de 33 a 46 meses después de irradiaci6én. 
Todos ellos recibieron fuertes dosis de rayos 
X o radium, 0 ambos. En todos, excepto dos 
casos, los pacientes recibieron tratamiento en 
ambos lados del cuello. En 9 casos se realizé 
la laringectomia por ser la enfermedad _in- 
controlable o haber recurrencia y en dos casos 
por radionecrosis. La edad de los pacientes 
oscilé6 entre treinta y ocho y sesenta y dos 
anos. Seis eran mayores de cincuenta anos 
y uno mayor de sesenta anos; todos menos 
uno fueron sometidos a laringectomia total y 
uno a panlaringectomia. El intervalo entre 
irradiaciobn y operacién fué como. sigue: 
cuatro casos dentro de los seis meses, dos 
casos dentro del ano, tres casos dentro de 
los dos anos y dos casos después de los dos 
anos. in todos los casos, excepto uno, la 
lesi6n se originé en la cuerda vocal verdadera 
con extension a la cuerda falsa y otras estrue- 
turas. En uno de los casos la lesién fué muy 
extensa, requiriendo panlaringectomia radical 
estando el paciente libre de la enfermedad 
después de un ano. No se registr6é mortalidad 
operatoria. Dos pacientes (18 por ciento) 
estan libres de la enfermedad por espacio 
de cinco anos después de la operacién; ocho 
(73 por ciento) lo estan después de entre 
seis a doce meses; un paciente fué aliviado y, 
probablemente, tiene una reeurrencia. 

No se hallaron grandes dificultades en el 
acto de la operacién como resultado de la 
irradiacién. Sin embargo, se observé que la 
hemorragia fué ligeramente mas mareada; 
que los planos de eclivaje se habian perdido, 
yv que habia un ligero retraso en el tiempo 
de la cicatrizacién. Por lo general, la herida 
no cicatriza de primera intencién, pero si 
tenemos en cuenta que atin en casos no irra- 
diados la fistula faringea es una complica- 
cién frecuente siguiendo la laringectomia 
podemos concluir que no hay contraindicacién 
operatoria 0 postoperatoria para la laringec- 
tomia, después de irradiaci6n. 


SUMARIO Y CONCLUSIONES 
1. La radioterapia es un método importante 
en el tratamiento del cancer de la laringe. 
2. En ceiertas condiciones especiales la 
irradiaciOn es preferible a la laringectomia. 
3. Las lesiones precoces de la cuerda vocal 
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verdadera, tratables por laringofisura, son 
curables por medio de la cirugia o la irra- 
diacién, en el mismo porcentaje de casos, 
aproximadamente. 

4. La irradiacién de la laringe no es con- 
traindicacién para subsecuente laringectomia 
total. 
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inoperante, a traves de los tejidos del or- 
ganismo del operado, disminuye rapidamente. 

Todavia este procedimiento se adjudica una 
ventaja que no la posee el método de Jaco- 
beus. Se puede poner en accion alternativa- 
mente una corriente de ‘‘onda continua, de 
direccion alterna, de tipo i amplitud uni- 
formente sostenidos i liberacion de energia 
virtualmente ininterrumpida; i, por otro lado, 
una corriente amortiguada que tiene deriv 
ciones intermitentes de tipo i amplitud, i su 
energia se manifiesta por descargas de repeti- 
cion de considerable intensidad—existiendo 
estas, sin embargo, transitoriamente—con 
periodos de inactividad entre las series de 
ondas individuales.’’ 

Con esta particularidad se llega a con- 
clusiones altamente utilizables. El primer 
tipo de onda produce efecto altamente 
cisurante, igual o mayor que el obtenido con 
el bisturi, pero de efecto nulo en lo que a 
la hemostasia se refiere. En cambio, con la 
otra clase de onda, el efecto cisurante se 
halla easi al borde de la anulacion, mientras 
que el efecto hemostdtico se manifiesta de 
manera hasta ahora inigualada. 


APARATO PRODUCTOR DE CORRIENTE 


En si esta formado por lo que corriente- 
mente Ilamamos transformadores. En el del 
autor citado Matson se halla muy en boga 


el tipo menor (Bovie, de la casa Liebel-F lar- 
sheim, Cincinnati, Ohio). La _ descarga 
oscilante es producida por una serie de 
chispeadores o chisperos. Los que usamos 
poseen tres mientras que los usados por los 
urélogos constab de cuatro. Entre ambos 
no hay siné diferencia de poder: los segundos 
lo tienen para efectuar seccion de tejidos de 
alta resistencia, tal cual la préstata. 


NUESTRA ESTADISTICA 
Hasta la fecha nuestra experiencia abarea 
214 casos que los podemos descomponer en 
la siguiente forma: 


a eer re ree re 199. 
ESTE eT Te CTE eer ee 15. 
ey rere eee ee 214. . 
Complicaciones: 
Derrame serofibrinoso precoz ....... 9. 
Derrame serifibrinos tardio ......... 0. 
Perforacion pulmonar precoz........ 2. 
Hemorragia durante la intervencion. 1. 
ee ee ree 3. 
Perforacion pulmonar tardia......... ) 
Segun el Tipo de Lesion: 
ee eee 16. 
PPS bese SaSiawsacRcdes 198 
Resultados en lo Que a la Lesion 
Respecta: 
Mejora de] neumotérax 100%....... 110. 
pO eee re rT ere 58. 
Inoperantes (simple pleuroscopia)... 46. 








Indicaciones quirtirgicas en el tratamiento de 
la Ulcera péptica” 


DR. CARLOS A. PROTZEL y DR. GILBERTO BARRANTES 
LIMA, PERU 


A presente comunicacién se refiere a la 
experiencia obtenida en el tratamiento 
quirtrgico de la tilcera péptica, en el 

Servicio del Dr. Protzel en el Hospital 
Obrero de Lima. Las operaciones han sido 
ejecutadas indistintamente por el Jefe del 
Departamento Dr. Grana, el Jefe del Ser- 
vicio Dr. Protzel y el que habla. 

Ilemos tratado 41 casos de tlcera péptica, 
localizados por orden de frecuencia, en el 
duodeno, curvadura menor del estémago y 
piloro. Casi todas ellas han sido Uleeras 
complicadas con hemorragia masiva, perfora- 
cidn, obstruccién o recidiva y solamente un 
reducido ntimero tileeras no complicadas. 

El mayor nimero de enfermos ha acudido 
por hemorragia. De los 41 casos, 18 0 sea 
el 44 por ciento sufrieron hemorragias masi- 
vas, traducidas por hematemesis, melena y 
anemia intensa. Muy pocos han acudido a 
la primera hemorragia, la mayoria habian 
sufrido ya varias. En ninguno de los casos 
se ha intentado el tratamiento quirtirgico 
inmediato, ligando la arteria sangrante, sino 
que sistematicamente se ha cohibido la hemo- 
rragia con tratamiento médico, principal- 
mente transfusiones sanguineas. Una _ vez 
corregida la anemia se ha procedido a inter- 
venir quirtrgicamente, ejecutando gastrecto- 
mia parcial que consideramos como una de 
las indicaciones més imperiosas, pues es la 
nica forma de extirpar el vaso que sangra 
e impedir posteriores hemorragias. El resul- 
tado obtenido con esta condueta de especta- 
cién, nos ha dado una mortalidad de 0 por 
ciento la que es necesario tener en cuenta 
puesto que las estadisticas de los cirujanos 
que intervienen inmediatamente arrojan una 
mortalidad mas elevada. 


*Presentado en la V Asamblea Internacional del Cole- 
gio Internacional de Cirujanos, Lima, Peru, marzo, 1946. 
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Se han tratado 10 casos de tileera péptica 
por obstruci6n o sea el 24.5 por ciento. Como 
el término ‘‘obstruccién’’ cuando se aplica 
al obstaculo que impide el paso de los ali- 
mentos del estémago a los intestinos, tiene 
un sentido muy amplio, es necesario pun- 
tualizar cual es nuestro criterio al respecto. 
La obstruccién puede ser debida a espasmo 
pilérico, edema inflamatorio en torno de la 
tlcera pilérica o duodenal, a estenosis cicatri- 
zal oO a una combinacién de los factores men- 
cionados. Los primeros, 0 sea el espasmo 
pilérico y el edema inflamatorio ceden al 
tratamiento médico y solamente la estenosis 
cicatrizal es del dominio quirtirgico. Todos 
los casos operados por nosotros tenian una 
mareada_ estenosis, demostrada radiol6gica- 
mente y por otros sintomas ¢linicos, princi- 
palmente retencién de alimentos mas de 12 
horas y presencia de sarcinas y levaduras en 
el contenido estomacal. En estos casos tam- 
bién hemos practicado gastrectomia parcial. 

Hemos tratado 2 enfermos con tleera duo- 
denal recidivada, después de gastraentero- 
anastomosis practicadas en otros hospitales. 
En un caso recidivo solamente la tileera duo- 
denal, el otro, se complicé con una tlecera 
pilérica. La tinica conducta a seguir en estos 
casos es practicar una desgastroenterostomia, 
que hemos ejecutado resecando el piloro y el 
bulbo duodenal y dejando la boca anastom6- 
tica practicada anteriormente. 

Aunque las perforaciones acuden en su 
mayoria a la seccién de Emergencia y son 
tratadas por los cirujanos de dicho Servicio, 
hemos tenido oportunidad de tratar 2 casos 
de perforacién aguda, habiendo practicado la 
sutura de la perforacién y drenaje. 

Llamaraé seguramente la atencién que no 
considere entre las complicaciones, la perfo- 
racién ecrénica, es decir aquellas tlceras que 
se adhieren a los 6rganos vecinos, principal- 
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mente el pancreas, que constituyen la base 
de la tleera. Este tipo de complicacién se 
descubre casi siempre en el acto operatorio 
y por consiguiente tiene escaso valor en la 
orientacién de nuestra conducta terapéutica. 
Asi mismo, no consideramos las tileceras an- 
tiguas, inveteradas, porque siempre sufren 
algunas de las complicaciones ya mencionadas. 
Lo tnico que podriamos decir a este respecto 
es que no debia permitirse que las tlceras 
lleguen a ser antiguas debiendo existir un 
plazo prudencial para el tratamiento médico, 
transcurrido el cual debia pensarse en el tra- 
tamiento quirtrgico. Son estas tilceras las 
que presentan con frecuencia perforaciones 
cronicas con grandes adherencias a los érganos 
vecinos que dificultan enormemente el acto 
quirargico, dando lugar a complicaciones 
postoperatorias. 

Los 9 casos restantes, 0 sea el 22 por ciento, 
eran tileeras no complicadas, pero que pre- 
sentaban algunos sintomas, como dolor on- 
tinuo, elevada curva de acidez, que hacian 
temer una complicacién y que no podian 
someterse a un tratamiento médico prolon- 
gado por factores econdmico-sociales. Como 
es de suponer, el factor econdmico-social de- 
sempena un rol importante en el medio 
obrero; los salarios reducidos que perciben, 
los esfuerzos violentos a que estén sometidos, 
el hecho de que muchos de ellos vivan en 
regiones apartadas donde no pueden ser debi- 
damente tratados en caso de emergencia, nos 
obliga a intervenir siempre que encontramos 
sintomas sospechosos de una futura complica- 
cin. En este grupo de enfermos hemos 
practicado gastroenteroanastomosis en !as 
iilceras duodenales y gastrectomia en las 
fileeras del estémago. 

Por lo que acabamos de exponer se deduce 
cual es nuestro criterio en el tratamiento de 
la ileera péptica; son las complicaciones de 
la tileera principalmente, las que necesitan 
tratamiento quirtrgico, practicando en estos 
casos gastrectomia parcial, pues consideramos 
que cualquiera que sea la complicacién (un 
vaso que sangra, una obstrucci6n irreductible, 
estbmago biloculado, recidiva) ocacionan en 
el funcionamiento y en la morfologia del apa- 
rato digestivo, lesiones irreductibles que no 
es necesario dejar y que, por el contrario, 
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su persistencia puede ser dafina, pues las 
hemorragias pueden repetirse. Existe el 
peligro, ademas, aunque sea hipotético, de una 
degeneracién maligna y por Ultimo al no 
extirpar las glandulas del antro, que son las 
que producen la acidez gastrica, dejamos la 
causa de la enfermedad y por consiguiente la 
propension a recidivas o tilceras de la boca 
anastomética. La gastrectomia, pues, nos 
parece la operacién ideal para estos enfermos, 
porque con ella se extirpa no solamente la 
lesién anatémica, la tilcera, sino que se su- 
prime la causa de la enfermedad, es decir 
se hace un tratamiento funcional y radical. 
La elevada mortalidad, imputacién hecha a 
la gastrectomia antiguamente, en la actuali- 
dad no tiene razon de ser, pues los medios 
auxiliares de que dispone el cirujano, como 
la transfusidn sanguinea, la anestesia raqui- 
dea continua, la penicilina, las sulfas, la intu- 
bacién gastrica continua, han reducido no- 
tablemente la mortalidad y por consiguiente 
ha desaparecido la principal objecién que 
tenia esta operacion. 

Sistematicamente practicamos la_ gastrec- 
tomia parcial posterior tipo Polya, es decir, 
reseccién del est6mago seguida de la oclusién 
del duodeno y de una gastriyeyunostomia 
terminolateral retrocdélica, variando de_ téc- 
nica solamente en los casos de dificultad 
operatoria. A continuacién se pasaraé una 
pelicula sobre gastrectomias, en la que se 
podra apreciar la técnica que empleamos, la 
que no tiene nada de particular y solo la 
presentamos como via de documentacién. 

Nuestra conducta es diferente en los casos 
de tileera éptica no complicada, con un corto 
periodo de evolucién, que por factores econo- 
mico-sociales, ete., nos vemos obligados a in- 
tervenir quirtirgicamente. En estos casos se 
puede esperar un restablecimiento ‘‘ad_ in- 
tegrum’’ tanto anatémico como funcional y 
por consiguiente es preferible una operacién 
mas conservadora, la gastroenteroanastomosis. 
Esta, a pesar de ser una operacién menos 
cruenta que la gastrectomia, tiene una técnica 
operatoria mas precisa, a la cual es necesario 
cehirse para evitar complicaciones _ post- 
operatorias, como el vémito regurgitante o 
cireulo vicioso. Tiene la ventaja de que en 
el reducido poreentage de recidivas (4.8 por 
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ciento como hemos visto) se puede practicar 
una desgastroenteroanastomosis, operacién 
tanto o mas sencilla que la gastrectomia. 
Practicamos la gastroenterostomia posterior, 
de asa yeyunal corta e incisién gastrica obli- 
cua, es decir, el método de von Hacker- 
Petersen-Mayo. Solamente cuando hay im- 
posibilidad de practicar esta técnica se recurre 
a la gastroenterostomia anterior. 

Dedicamos especial atencién al preopera- 
torio de nuestros enfermos, esforzandonos en 
mejorar al maximo su estado general, com- 
batiendo las deficiencias organicas que pre- 
sentaran, como anemia, hipoproteinemia, in- 
feeciones focales, ete. La vispera de la opera- 
cién se practica una transfusién sanguinea, 
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tratamiento instituido, transfusiones  san- 
guineas principalmente. Hasta que el enfermo 
no comienza a ingerir liquidos se administra 
3 litros de suero gluecosado y fisiol6égico cada 
24 horas para evitar la deshidratacién y pro- 
porcionarle las calorias necesarias. En los 
casos de retencién urinaria o de atonia intesti- 
nal administramos prostignina inyectable 
cada seis horas hasta veneer la atonia. Las 
atelectasias pulmonares las combatimos con 
penicilina o sulfadiacina, inmediatamente que 
las descubrimos sin esperar que haya fiebre, 
es decir que se hayan infectado. El Shock 
operatorio, cuando se presenta, lo que es muy 
raro cuando el tiempo operatorio es corto, lo 
tratamos con plasma o transfusiones san- 
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Total 41 

la cual se repite durante el acto operatorio. 
La noche anterior y horas antes de la opera- 
cién se administra una eapsula de nenbutal. 
24 horas antes de la operaci6n se aplica el 
aparato de Miller-Abbott o de Wanguestein 
para aspiracién continua, que no se retira 
hasta el 3° o 4° dia, cuando el peristaltismo 
abdominal es normal y la cantidad de secre- 
cién drenada es menor de 500 ec. La anestesia 
que empleamos es la raquidea continua. 

En el postoperatorio vigilamos atentamente 
al enfermo con objeto de evitar complicaciones 
o descubrirlas en su iniciacién. Desde el mo- 
mento en que sale de la Sala de Operaciones, 
el personal enecargado de la anestesia vigila 
la respiracién del paciente durante las 6 
horas subsiguientes para combatir cualquier 
transtorno respiratorio que presentara. E] 
control del liquido drenado por la aspiracién 
continua descubre una hemorragia en su 
iniciacién y la evolucién que sigue con el 
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32 (83%) (17%) 2 


guineas y se administran altas dosis de cloruro 
de sodio hiperténico y escilarina. 

Estamos convencidos de que el éxito opera- 
torio depende, no solo de la habilidad del 
cirujano en el acto operatorio. La mejor 
demostracién es la estadistica que presenta- 
mos, donde las operaciones han sido eje- 
cutadas no por un _ cirujano, sino por 
varios, y contribuye grandemente la aten- 
cién que se preste al enfermo en el pre y 
postoperatorio. 

Los resultados que hemos obtenido en el 
tratamiento quirtrgico de la tleera péptica 
han sido satisfactorios. De los 41 operados, 
fallecié uno, 0 sea una mortalidad del 2.4 por 
ciento. La muerte se debié a un absceso de 
la boca anastomotica. Los restantes se en- 
cuentran definitivamente reincorporados a su 
trabajo y no acusan ningtin trastorno diges- 
tivo, siendo controlados frecuentemente por 
nosotros. 








